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 Abstract 
Occupational therapy practice is intended to reflect the core construct of occupation 
throughout all aspects of service delivery. In pediatric occupational therapy, there is insufficient 
evidence examining regularly selected assessment tools and the occupational constructs of 
selected assessment tools. A mixed methods research study was conducted to examine the most 
regularly selected assessment tools by pediatric occupational therapists and the resultant effects 
on service delivery specific to goal writing, intervention planning, length of treatment, materials 
used in practice, and the context of service delivery among other practice outcomes generated by 
therapist participants. The primary assessment tools utilized by pediatric occupational therapists 
reflected a skill-based approach despite the profession’s foundational constructs in occupation. 
Therapists were also unable to correctly classify assessment tools as occupation-based, resulting 
in inconsistent integration of occupation-based assessment tools across pediatric clinical practice. 
The completion of semi-structured interviews further reflected a need for the profession to 
integrate occupation-based assessments with decreased opportunities secondary to training, 
available supplies, lack of awareness of foundational constructs, and facility expectations. The 
importance of occupation-based assessment tools and resultant effects on clinical practice were 
highlighted with an emphasis to integrate occupation into all facets of pediatric occupational 
therapy service delivery. 
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  Profile of Pediatric Assessments Selected in Occupational Therapy Practice and the Influence of 
Occupation-Based Assessments on Clinical Practice 
Chapter 1: Background and Need 
Occupational therapists are responsible for facilitating participation in everyday 
occupations or meaningful life activities in their clients (American Occupational Therapy 
Association [AOTA], 2020a). Notably, pediatric occupational therapists are uniquely 
accountable for the habilitation of children’s skills to attain age-expected milestones through 
engagement in occupations (Berk, 2010; Case-Smith & O’Brien, 2015; Cronin & Mandich, 
2016). Occupational therapy service delivery commences with the assessment process where 
pediatric occupational therapists select assessment tools that measure a child’s performance of 
everyday occupations (Case-Smith & O’Brien, 2015). This chapter will explore the necessity and 
use of occupation-based assessments administered within pediatric occupational therapy practice.  
Background 
 Two primary cornerstones of the profession of occupational therapy include an 
understanding of the positive influence of occupation on one’s health and the importance of the 
therapeutic use of occupation in clinical practice (AOTA, 2020a; Wilcock & Hocking, 2015). 
More specifically, Ann Fisher defines occupation-based practice as the ideal practice method 
where the therapist promotes the client’s active participation in occupations during the evaluation 
and when selecting interventions (Fisher & Marterella, 2019). Conclusively, children’s active 
engagement in occupations is an integral process that must occur to advance development 
(Kreider et al., 2014). 
 Pediatric occupational therapists conduct evaluations through the development of an 
occupational profile and an analysis of occupational performance (AOTA, 2020a). The 
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 occupational profile provides information regarding why the client is seeking services to identify 
potential occupational disruption occurring within the client’s everyday engagement. Commonly, 
pediatric occupational therapists incorporate caregivers during the initial evaluation to gather 
relevant information. The second step of the evaluation is the analysis of occupational 
performance during which the occupational therapist observes and assesses the client’s 
performance and/or related skills. Through a comprehensive evaluation, occupational therapists 
are able to collaborate with caregivers to determine supports and barriers affecting the client’s 
occupational performance, create goals to facilitate the client’s engagement in occupations, and 
provide client-centered interventions to enhance occupational performance (AOTA, 2020a). The 
practice of first gaining an understanding of the child as an occupational being to measuring 
occupational performance and skills is considered a top-down approach (Case-Smith & O’Brien, 
2015). The incorporation of occupational performance throughout occupational therapy practice 
is unique to the profession and exemplifies the original foundations of the profession that “man 
through the use of hands as they are energized by his mind and will, can influence the state of his 
own health” (Reilly, 1962, p. 3).  
 Resultantly, pediatric occupational therapists are responsible for selecting occupation-
based assessment tools to facilitate the child’s engagement in occupations. There are a variety of 
available assessment tools within pediatric occupational therapy practice. Mulligan (2014) 
identified that pediatric occupational therapists must select an assessment tool through 
consideration of the purpose of the test; whether the tool is designed for the child’s age and 
abilities; the psychometric properties including normative data characteristics, reliability, and 
validity; and the pragmatic factors including length of time, therapist competency, space, and 
cost. Alarmingly, pediatric occupational therapists continue to report minimal utilization of top-
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 down or occupation-based tools despite the profession’s movement towards occupation-centered 
practice (Bagatell et al., 2013; Kiraly-Alvarez, 2015; Mulligan, 2014). It is the responsibility of 
occupational therapists to recognize that “the presence, absence, or limitation of specific body 
functions and body structures does not necessarily determine a client’s success or difficulty with 
daily life occupations” (AOTA, 2020a, p. 17). It is only through the process of assessing a 
client’s engagement in occupations that occupational therapists can determine appropriate 
occupation-based interventions (AOTA, 2020a). 
 Furthermore, Mulligan (2014) categorized available pediatric occupational therapy 
assessments in the following categories: (a) developmental evaluation and screening tools, (b) 
occupational performance measures, (c) assessment of sensory, fine motor, gross motor, and/or 
postural control skills, (d) assessment of visual perceptual skills, (e) assessment of psychosocial 
and emotional functioning, and (f) contextual assessments. Out of the 67 described assessments, 
16 or 23% were classified with a focus on occupational performance (Mulligan, 2014). The 
assessments included Pediatric Evaluation of Disability Inventory (Haley et al., 1992), The 
Pediatric Evaluation of Disability – Computer Adaptive Test (Haley et al., 2012), Evaluation 
Tool of Children’s Handwriting (Amundson, 1995), Minnesota Handwriting Assessment 
(Reisman, 1999), School Function Assessment (Coster et al., 1998), School Assessment of 
Motor and Process Skills (Fisher et al., 2005), Assessment of Motor and Process Skills (Fisher et 
al., 2005), Vineland Adaptive Behavior Scales (Sparrow et al., 2005), Canadian Occupational 
Performance Measure (Law et al., 2005), Child Occupational Self-Assessment (Keller et al., 
2005), Functional Independence Measure (Hamilton & Granger, 2006), Test of Playfulness 
(Skard & Bundy, 2008), Knox Preschool Scales-Revised (Knox, 2008), Symbolic Play Checklist 
(Westby, 1980), Adaptive Behavior Assessment System (Harrison & Oakland, 2000), and 
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 Children’s Assessment of Participation and Enjoyment and Preferences for Activities of Children 
(King et al., 2005). Given the profession of occupational therapy is intended to capture a child’s 
occupational performance, it is concerning that such a small percentage of available assessments 
represent the primary area of the profession. Moreover, pediatric occupational therapists may not 
have access to the occupational performance assessments in their practice setting. In the absence 
of occupation-based assessments, practitioners are forced to gather child data on the component 
skills of performance, a process known as bottom-up assessment (Case-Smith & O’Brien, 2015). 
Bottom-up assessments appear to be most commonly used in service delivery with a medical 
model approach focusing on motor impairments despite the fact that individual test items offer 
poor relevance to real-life activities that children participate in daily (Kennedy et al., 2013; 
Laverdue et al., 2019). Shockingly, pediatric occupational therapists report no concerns of only 
selecting bottom-up measures that primarily focus on body structure and functions (Bagatell et 
al., 2013), despite the lack of occupation within bottom-up measures. 
Additionally, Erickson (2009) examined a lack of occupation-centered practice beginning 
during the evaluation phase of service delivery where therapists identified the limitation of 
bottom-up assessment tools. The therapists utilized non-standardized assessment procedures with 
limited generalizability before integrating occupation-based assessments into their clinical 
practice. Once the team transitioned to occupation-based assessments, the therapists reported 
better overall outcomes and increased success through provision of occupational therapy with 
children instead of done to them (Erickson, 2009).  
To examine current practice trends, Estes and Pierce (2012) interviewed 22 pediatric 
occupational therapists who identified that occupation-based practice allows greater professional 
identity expression, is more enjoyable and rewarding, is highly customizable, and is valued by 
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 children and families. These same participants identified that despite the benefits of occupation-
based practice, it is not integrated as it takes more time, requires critical thinking, can be 
challenging to perform in a clinic setting, is difficult to mind-shift from a biomedical model to 
occupation-centered practice, requires caregiver involvement, lack of practitioner education, and 
workplace pressures (Estes & Pierce, 2012; Moore & Lynch, 2018). Occupational therapy 
practice requires creativity, adaptability, and caregiver involvement to promote attainment of 
functional outcomes (AOTA, 2020a). In fact, a primary method of intervention is adaptation or 
modifying task participation to allow a client to perform needed daily tasks (AOTA, 2020a). 
Despite the additional time and effort that may be required, occupation-based practice must be 
incorporated into all facets of service delivery as it leads to better outcomes for recipients of 
occupational therapy services. 
Problem 
Despite a profession focused on occupation, pediatric occupational therapists continue to 
select assessments that do not reflect an occupation-based approach to service delivery (Bagadell 
et al., 2013; Kiraly-Alvarez, 2015; Mulligan, 2014). It is paramount that all practitioners address 
the central theme of the profession of occupational therapy– occupation. Occupation is not 
simply the result of successful therapy for children but rather is how children learn and 
participate in the everyday environment. By neglecting to incorporate occupation into practice, 
occupational therapy loses the unique construct of the profession. Overwhelmingly, practicing 
pediatric occupational therapists are primarily selecting assessments that result in a bottom-up 
approach to practice. Assessments should be selected for the purposes of aiding intervention that 
promote occupational participation. Therefore, it is the responsibility of pediatric occupational 
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 therapists to integrate assessments that allow occupation to remain at the focal point for clinical 
practice.  
Operational Definitions 
• Analysis of Occupational Performance: “the step in the evaluation process in which the 
client’s assets and limitations or potential problems are more specifically determined 
through assessment tools designed to analyze, measure, and inquire about factors that 
support or hinder occupational performance” (AOTA, 2020a, p. 83). 
• Bottom-Up Approach: focuses on small subtasks or occupational performance 
components “which may or may not be meaningful to the client and are often isolated 
from relevant life contexts” (Brown & Chin, 2010, p. 95). It is the application of an 
impairment-specific components for assessment and/or intervention delivery. 
• Occupational Performance: the ability to engage in occupations through adaptations or 
compensatory approaches as needed. The client is able to live life to its fullest by 
completing daily occupations through occupational participation. 
• Occupational Profile: “summary of the client’s occupational history and experiences, 
patterns of daily living, interests, values, needs, and relevant contexts” (AOTA, 2020a, p. 
89). 
• Occupation-Based Assessments: assessment tools that measure a client through a top-
down approach, beginning with an analysis of the client’s ability to perform occupations; 
these assessment tools may specifically target occupations that are meaningful to the 
individual and/or caregivers. 
• Occupation-Based Practice: “the best practice methods used in occupational therapy, 
which involves the practitioner using an evaluation process and types of interventions 
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 that actively engage the client in occupation” (AOTA, 2020a, p. 88; Fisher & Marterella, 
2019). 
• Occupations: “the things that people do that occupy their time and attention; meaningful, 
purposeful activity; the personal activities that individuals choose or need to engage in 
and the ways in which each individual actually experiences them” (Boyt Schell et al. 
2014, p. 1237).  
• Occupational Therapy: “the therapeutic use of everyday life occupations with persons, 
groups, or populations (i.e., the client) for the purpose of enhancing or enabling 
participation” (AOTA, 2020a, p. 1). 
• Outcomes: “emerge from the occupational therapy process; what clients can achieve 
through occupational therapy intervention” (AOTA, 2020a, p. 89). 
• Skill-Based Assessments: assessment tools that measure components of a client using a 
bottom-up approach, beginning with an analysis of the client’s impairments and/or 
specific skill deficits. 
• Top-Down Approach: utilization of occupation and the client’s ability to perform or not 
perform the occupation as the guide to intervention. The client’s skills are addressed 
through a holistic perspective by examining performance during occupations. 
Purpose of the Study 
The purpose of this study is to examine the assessment tools regularly selected by 
practicing pediatric occupational therapists. This study will also explore how the selection of 
occupation-based assessments affects service delivery specific to goal writing, caregiver 
interactions, intervention planning, length of treatment, materials used in practice, and the 
context of service delivery among other practice outcomes generated by therapist participants. 
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 Relevance to Occupational Therapy 
The core of the profession of occupational therapy is occupation (AOTA, 2020a). 
Occupation is uniquely within the scope of occupational therapy practice and as such must be 
integrated throughout clinical practice to uphold the foundational construct of the profession. In 
order to attest the effectiveness of pediatric occupational therapy practice, there must be an 
awareness and understanding of the most regularly selected pediatric assessment tools as the 
assessment process is the critical component for development of an occupational profile. The 
occupational profile highlights a client’s occupational performance and provides pediatric 
occupational therapists with the starting point for delivery of occupational therapy services. By 
identifying the assessment tools selected by pediatric occupational therapists and exploring the 
resultant effects on practice delivery, occupation-based practice can be further explored and 
validated. 
Summary 
 An overview of the principles of pediatric occupational therapy practice including the 
steps of the evaluation were discussed. The importance of occupation-based assessment selection 
was highlighted to further capture the unique nature of the profession of occupational therapy. 
Conclusively, there is a significant need to identify commonly selected pediatric occupational 
therapy assessments to uphold the core values of the profession of occupational therapy.  
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 Chapter 2: Review of the Literature 
Occupations promote development of the client while supporting health and well-being 
(Wilcock & Hocking, 2015). Occupation is the active process of doing where the client 
participates in a goal-directed, gratifying, intrinsically motivating, and culturally appropriate 
activity (Meyer, 1977; Wilcock & Hocking, 2015). Pediatric occupational therapists habilitate 
children’s skills to reach age-expected milestones through participation in occupations beginning 
with the completion of the initial evaluation. A description of the components of a pediatric 
occupational therapy evaluation, an overview of assessments, theoretical perspectives, and 
proposed research questions in relation to occupation will be explored. 
Constructs 
Occupational Therapy Process 
 Occupational therapy service delivery begins with a referral, follows with completion of 
an evaluation, progresses with interventions outlined on a plan of care, continues with re-
evaluation and identification of new outcomes as needed, and concludes with discharge planning 
(AOTA, 2020a; Case-Smith & O’Brien, 2015; Schell et al., 2014). A client must demonstrate a 
need for skilled intervention to either promote or maintain current occupational performance to 
qualify for occupational therapy services (Schell et al., 2014). 
Evaluation  
Occupational therapists conduct evaluations through development of an occupational 
profile and an analysis of occupational performance (AOTA, 2020a; Case-Smith & O’Brien, 
2015; Schell et al., 2014). An evaluation allows the therapist to obtain and interpret information 
necessary for intervention (Mulligan, 2014). A pediatric evaluation involves “developing an 
evaluation plan; administering standardized and non-standardized developmental, occupational 
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 performance, contextual, and skill-specific assessments; interviewing; and conducting 
observation of children during age-appropriate activities in various contexts and settings” 
(Mulligan, 2014, p. 1-2). An additional component of the evaluation process is reviewing any 
additional medical reports, school-based reports, other professionals’ reports, and/or interviewing 
with the referral source (Mulligan, 2014).  
 The development of an occupational profile is intended to identify the limitations in 
occupational performance that warranted referral for occupational therapy services (Case-Smith 
& O’Brien, 2015). In pediatric occupational therapy practice, the therapist is often reliant on 
caregivers to provide this relevant information due to various diagnoses that may be affecting a 
child’s ability to participate in daily occupations. The information gathered to build an 
occupational profile is consistent with a top-down approach as the therapist acquires information 
related to the client’s overall occupations within the family’s daily routines (Mulligan, 2014). 
Ultimately, the caregiver(s) and occupational therapist collaborate to identify the developmental 
limitations of the child, modify barriers that limit functional participation in occupation, coach 
and model appropriate skill development within the child’s daily environment for daily task 
participation, and adapt materials needed for occupational engagement to enable participation 
(AOTA, 2015a).  
The second step of the pediatric evaluation is the analysis of occupational performance 
where observation and assessment of the client’s skills related to performance are examined 
(AOTA, 2020a). This step is often referred to as the phase where hypotheses are explored to 
develop an understanding of the factors that aid or inhibit a child’s occupational performance 
(Mulligan, 2014). During the second step of the evaluation, pediatric occupational therapists are 
responsible for selecting and conducting relevant assessments that can assist with identification 
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 of occupational performance limitations. Schaaf et al. (2015) remind occupational therapists that 
outcome measurements for children must occur at a proximal or sensory-motor level and a distal 
or occupation level to capture true occupational engagement. For example, the primary areas of 
therapeutic concern identified by parents of children with Autism Spectrum Disorder included a 
trepidation for their child’s ability to participate in activities of daily living, play, rest, and sleep 
(Schaaf et al., 2015). All of these identified areas relate to specific occupations that pediatric 
occupational therapists are responsible to assess during the evaluation process with the additional 
inclusion of sensory-motor and resultant occupational limitations. 
Plan of Care 
Treatment planning commences with a plan of care and creation of goals (AOTA, 2020a; 
Case-Smith & O’Brien, 2015; Schell et al., 2014). The plan of care is created by therapists to 
direct treatment sessions, determine length of care, and promote occupational performance 
(Case-Smith & O’Brien, 2015). Goal setting is one way that clinicians’ actions influence the 
delivery of occupational therapy services. Goals are intended to be objective, measurable, 
occupation-based, and include an intended time frame for mastery (AOTA, 2020a).  
Kolehmainen et al. (2013) identified that therapists create goals reflective of policy-level 
principles such as efficacy, measurable health outcomes, and practice-based expectations. 
Children were noted to demonstrate successful progress towards goals when therapists gathered 
perspectives from others at assessment, identified and aligned therapy goals and plans with those 
involved in the patient’s care, involved the patient and family in treatment, and made 
comparisons between the baseline, current, and target levels when discussing progress 
(Kolehmainen et al., 2013). Although this study suggests positive strategies to enhance goal 
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 writing, there is a lack of specific guidelines provided for efficient goal writing or therapist 
perspectives related to the goal-writing process. 
Additionally, to examine the success of goal writing in pediatric occupational therapy 
practice, Russell et al. (2018) examined therapeutic progress for children with developmental 
disabilities receiving therapy services using goal attainment scaling (GAS; Ottenbacher & 
Cusick, 1989). A longitudinal retrospective design was used and included participants who were 
diagnosed with intellectual disability, cerebral palsy, autism spectrum disorder, and/or epilepsy. 
GAS was implemented to monitor small progress over time and validate therapeutic services. 
Notably, 66% of the 162 participants showed no change as measured by the GAS over the 3-
month time frame. The lack of progress was suggested to attribute to poor therapist intervention 
planning, decreased success with goal writing, missed sessions, and lack of adherence to home 
exercise programs (Russell et al., 2018). The lack of documented progress reflected by limited 
goal attainment is a significant concern that warrants further study to examine the potential 
reasons for reduced therapeutic progress. 
Intervention  
Occupation-based interventions are a foundational principle of the profession of 
occupational therapy as they allow each client’s individual interests and activities to guide the 
intervention process, leading to greater participation and better outcomes than therapist-directed 
interventions (Skubik-Peplaski et al., 2017). Sample aspects of the intervention phase of service 
delivery include identification of occupational therapy intervention approaches, methods for 
service delivery, consideration of discharge planning, recommendations to other professionals as 
needed, the therapeutic use of occupations and activities, education, training, advocacy, and 
monitoring of client progress (AOTA, 2020a). Notably, occupational therapists are intended to 
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 utilize occupation as a means and as ends through service delivery (Gray, 1998). During 
interventions, occupations are used as the means or as the tool to provide meaningful, 
purposeful, and functional tasks to promote performance such as typing on a keyboard or 
washing dishes (Gray, 1998; Weinstock-Zlotnick & Mehta, 2019). Occupations as ends refers to 
the overarching goal of occupational therapy services to focus on optimizing the client’s 
occupational health through the selection of appropriate assessments and interventions (Gray, 
1998). When the focus of interventions is placed on occupation, it promotes motivation and 
increases compliance as the client can see the meaning and value of the occupation (Colaianni et 
al., 2015). When clients who received occupation-based interventions were compared to a 
control group that did not receive occupation-based interventions, the group with occupation-
based interventions consistently demonstrated increased goal attainment and functional gains 
(Jack & Estes, 2010; Skubik-Peplaski et al., 2017).  
Specific to pediatric occupational therapy services, Bazyk and Bazyk (2009) performed 
occupational engagement intervention groups for 70 children attending an inner-city faith-based 
after-school program. Under the supervision of Susan Bazyk, 22 graduate OT students co-
facilitated the weekly groups assigned in groups of two to three. The students were placed in 
nine groups where five were for boys and four were for girls. The average group size was seven 
to eight children and all participants were African American between the ages of 7 to 12 years 
old living within the low-income range or near poverty level. When provided with occupational 
enrichment opportunities or occupational participation, the children’s occupational balance and 
mental health were improved (Bazyk & Bazyk, 2009).  
Similarly, Bowden et al. (2018) identified that children’s resilience was positively 
enhanced through integration of a child-focused, occupation approach to intervention. Bowden et 
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 al. (2018) conducted interviews with eight children selected through purposive sampling and one 
focus group that lasted 90 minutes in duration with consistent identification that positive gains 
were demonstrated in children’s resilience skills through the use of an occupation approach to 
intervention. Likewise, Tokohahi et al. (2012) conducted occupation-based groups for 34 
children with anxiety. A total of five intervention groups ran consecutively over a 14-month 
period with six to eight children within each group between the ages of 10 to 14. Through a pre 
and posttest measure, the parent and child-rated outcome measures indicated increased 
functioning in daily life participation and better anxiety management skills after completion of 
the group. When provided with occupation-based coping strategies, children were better able to 
manage daily life skills (Tokohahi et al., 2012). Across all studies, children demonstrated greater 
positive behaviors when participating in occupation-based interventions. To deliver occupation-
based interventions, the assessments selected by pediatric occupational therapists must also 
reflect occupation.  
Assessments 
Traditionally, standardized assessments within pediatric occupational therapy practice 
became common in practice during the 1970s and 1980s and were developed by psychologists 
and educators (Case-Smith & O’Brien, 2015). Assessments originally focused on developmental 
domains such as fine motor skills, gross motor skills, and visual-motor or visual-perceptual skills 
(Case-Smith & O’Brien, 2015). The first pediatric focused standardized assessment developed 
by an occupational therapist was the Sensory Integration Test by Jean Ayres (1972). In the 
following years, the number of behavioral and performance domains has expanded as have the 
number of assessments developed by and for occupational therapists (Case-Smith & O’Brien, 
2015). Remarkably, the Individuals with Disabilities and Education Act; the development of 
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 occupational therapy frameworks including environmental contexts; the introduction of client-
centered practice models; the expansion of the International Classification of Functioning, 
Disability, and Health; and the recognition of data collection reflecting a child’s occupational 
performance known as a top-down evaluation process has contributed to the advancement of 
available pediatric occupational therapy assessments (Case-Smith & O’Brien, 2015). 
Today, assessment tools are considered to be an essential component to the evaluation 
processes, as this information is used to develop an occupational profile and identify limitations 
within occupational performance areas (Hinojosa & Kramer, 2014; Schell et al., 2015). 
Assessments can include formalized standard measures or informal measures where the therapist 
uses a given situation or skilled observation to obtain data (Schell et al., 2015). Specifically, 
standardized assessments measure the client’s performance on test items scored by the therapist 
according to the assessment guidelines (Schell et al., 2015). There are two types of standardized 
assessments known as criterion-referenced, where results are determined by behavioral 
standards, and norm-referenced, where results are compared to the general population (Mulligan, 
2014; Schell et al., 2015).  
Standardized assessment tools are utilized within pediatric occupational therapy practice 
for diagnostic purposes, to determine the severity of an illness, to evaluate and document change 
over time, to determine an individual’s eligibility for services, to predict performance, for 
program planning, and for research (Mulligan, 2014). Mulligan (2014) classified pediatric 
assessment tools as follows: (a) developmental evaluation and screening tools – identified to 
primarily target developmental problems and/or those at risk for developmental problem; (b) 
occupational performance measures – assessing occupational areas including self-care, 
functional mobility, social functioning, handwriting, school-related activity performance, play 
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 participation and engagement, or leisure engagement; (c) assessment of sensory, fine motor, 
gross motor, and/or postural control skills – focuses on gross motor skills, reflexes, quality of 
movements, sensory and motor abilities, and sensory processing skills; (d) assessment of visual 
perceptual skills – measures eye-hand coordination, copying, and spatial awareness; (e) 
assessment of psychosocial and emotional functioning – social skills engagement, reactive 
behaviors, attachment behaviors, and cognitive performance; and (f) contextual assessments – 
measuring environmental factors within the home and therapy environments. Only one of the six 
identified classification areas incorporates occupation-based assessments (Mulligan, 2014). 
Although the remaining five domains contribute to an understanding of the child and his or her 
potential limitations, occupation-based assessments should be incorporated as this is the unique 
scope of occupational therapy practice. 
Occupation-Based Assessments 
Occupation-based assessments are intended to promote understanding of the individual 
being assessed as an occupational being in relation to performance of their everyday activities 
(Case-Smith & O’Brien, 2015). Occupation-based assessments echo the professions’ occupation-
centered practice through incorporation of occupation throughout service delivery and reflect a 
top-down approach (Case-Smith & O’Brien, 2015; Laverdure et al., 2019). Current practice 
guidelines recommend the incorporation of occupation-based assessments to reflect the 
occupation-based nature of practice as “the initial focus of the evaluation has shifted to the 
quality and quantity of children’s engagement in occupations” (AOTA, 2015b; Case-Smith & 
O’Brien, 2015, p. 164). Currently, there is a lack of conclusive evidence that identifies the 
primary assessment selected by pediatric occupational therapists and/or the reason for 
assessment selection. Additionally, current curriculum standards as outlined by ACOTE (AOTA, 
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 2018) include the instruction of available assessments without categorization by occupation-
based or skill-based measures despite the focus of occupation within the profession. 
Skill-Based Assessments  
Skill-based assessments focus on specific body functions, structures, and personal factors 
(Case-Smith & O’Brien, 2015). Skill-based assessments demonstrate a bottom-up approach to 
assessment through a focus on specific skills or impairments that may or may not be related to 
occupational performance (Laverdure et al., 2019). In practice, these assessments are commonly 
seen within a medical model approach due to the focus on a specific disability instead of the 
holistic functioning of the client’s everyday routine (Schell et al., 2015). Skill-based assessments 
continue to remain prominent in clinical practice despite the profession’s trend towards 
occupation-based practice (Mulligan, 2014). Commonly, skill-based assessments are often 
organized developmentally to monitor attainment of milestones that can simplify delivery of 
pediatric occupational therapy services. 
Occupation-Based Practice 
Occupation-based practice begins with the identification of occupations as the focus for 
service delivery. Occupation is considered “the central focus of occupational therapy services” 
(Schell et at., 2014). The responsibility of the therapist is to incorporate occupation as the 
primary means for promoting engagement and performance in daily life activities (Schell et al., 
2014; Wilcock & Hocking, 2015). According to Fisher (2009), occupational therapy practitioners 
can only implement occupational therapy by using occupation as being the primary form of 
therapy. 
Children’s occupations provide the opportunity to learn and develop life skills through 
engagement in educational opportunities, to be creative and find enjoyment in activities through 
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 play, and thrive through participation in self-care routines and social relationships (AOTA, 
2015a). To promote full participation, self-care occupations such as dressing routines, grooming 
tasks, eating, toileting, and sleeping must be fulfilled (AOTA, 2020a). Changes in development 
demonstrate intrinsic changes in the body functions and body structures that resultantly promote 
change in activity and occupational performance (Kreider et al., 2014). Through the holistic 
perspective of occupational therapy, practitioners are able to examine development in broader 
terms than simple hierarchical development as participation in occupations is far more than 
simply the outcome of development but rather a means and an ends to the occupational therapy 
process (Gray, 1998). Occupational performance is an integral process necessary for advancing 
the child’s overall development (Kreider et al., 2014). 
Contexts of Practice 
 There are a variety of contextual factors that must be explored when examining the 
assessment tool selection of pediatric occupational therapists. The baseline educational 
requirements of therapists, physical environment, social environment, and the organizational 
environment will be reviewed. 
Population 
 According to the Bureau of Labor Statistics (2020), there are approximately 143,300 
occupational therapists. The current training required to become an occupational therapist is 
outlined by the Accreditation Council for Occupational Therapy (ACOTE; AOTA, 2018).  
ACOTE defines the primary academic standards as demonstrating an understanding of the basic 
tenets of occupational therapy; theoretical perspectives; screening, evaluation, and referrals; 
intervention implementation and planning; contexts of service delivery; leadership and 
management; and professional ethics and values (AOTA, 2018). Currently, one must graduate 
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 from an accredited educational program with a minimum of a master’s level entry degree, 
complete fieldwork requirements, apply and pass the National Board for Certification in 
Occupational Therapy (NBCOT©) certification exam, apply for licensure, and pay the licensure 
fee to earn the title and practice as an occupational therapist (AOTA, 2020b).  
 The participants for this study will have graduated prior to the implementation of the 
current ACOTE Standards, resulting in a focus on the previous version of the ACOTE Standards 
to explore the academic training of study participants (AOTA, 2011). The participants will have 
been provided with assessment training described through the following standards: (a) utilizing 
standardized and non-standardized screening and assessment tools including skilled observation, 
histories, professional consultation, and family interview; (b) selecting assessment tools 
reflective of client needs, psychometric properties, and contextual factors with incorporation of 
culturally relevant tools and occupation in the assessment process; (c) applying appropriate 
assessment procedures and protocols to uphold the standardization process; (d) evaluating the 
clients’ occupational performance including the occupational profile, client factors, performance 
patterns, contexts, and performance skills; and (e) considering factors that can bias assessment 
results (AOTA, 2011). It should be noted that students are not assessed based on skill mastery of 
each ACOTE standard but rather each program is evaluated periodically with review of 
coursework provided materials and student class completion to determine the successful mastery 
of each standard (AOTA, 2011; AOTA, 2018), resulting in potential inconsistencies with 
foundational assessment knowledge and resultant practice application. 
Furthermore, the participants for this study will have demonstrated a passing score on 
their fieldwork evaluation, displaying (a) the ability to articulate a clear and logical rationale for 
the evaluation process; (b) the selection of relevant screening and assessment methods through 
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 consideration of client priorities, contexts, theories, and evidence; (c) the compilation of an 
occupational profile; (d) the interpretation of evaluation results to determine occupational 
performance strengths and limitations; (e) the development of an accurate and appropriate plan 
relevant to the evaluation results by integrating client priorities, theory, context, and evidence; 
and (f) the accurate documentation of evaluation results that reflect occupational performance 
(AOTA, 2002). Similarly, the students do not need to earn a particular mastery score on each 
domain related to the assessment process but rather must demonstrate a passing score as 
indicated by a summation of each item on the fieldwork evaluation form (AOTA, 2002). 
Although the study participants have received education on assessments within both the clinical 
and didactic settings, there is not a consistent, specified requirement for demonstration and 
application of occupation-based assessments within clinical practice. 
Environment 
 Pediatric occupational therapists work within a variety of environments including the 
physical environment, social environment, and organizational environment (Law et al., 1996). 
First, the physical environment includes the natural and built surroundings where services are 
performed that can provide supports or barriers to occupational participation (Rigby et al., 2017). 
Pediatric occupational therapists frequently provide services in clinics, hospitals, schools, and 
even in children’s homes (Case-Smith & O’Brien, 2015). Each therapist is limited to the physical 
location allocated for service delivery, ranging from a small treatment room in a school to an 
open living room within a child’s home. Pediatric occupational therapists who travel between 
multiple locations for service delivery must prioritize and transport only the necessary equipment 
and assessment tools to best meet the needs of the recipients of services. Resultantly, although 
pediatric occupational therapists may be aware of a variety of available assessment tools, they 
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 are frequently limited to selecting a tool that is easy to transport, requires few materials, and can 
be applied to many clients on a caseload. Additionally, the virtual context is becoming a primary 
form of service delivery, further requiring adaptation by pediatric occupational therapists to 
administer the necessary assessment tools without physically providing the supplies and/or 
instruction to the client in a face-to-face format (AOTA, 2020).  
 Similarly, the social environment affects service delivery as pediatric occupational 
therapists may frequently provide services one-on-one, in group settings, or through co-
treatments with other disciplines (Case-Smith & O’Brien, 2015). The social environment 
incorporates the presence of others with whom the client may have contact during service 
delivery (Rigby et al., 2017). When working in a clinic setting, therapists may have more access 
to collaborate with other disciplines and members of the occupational therapy team to enhance 
assessment tool selection or inversely, may not be able to administer a preferred assessment due 
to usage of the tool by another member of the team. When a pediatric occupational therapist 
travels between locations, he or she may be reliant on school personnel or a caregiver to provide 
background information that may or may not relate to a child’s occupational performance skills.  
Finally, pediatric occupational therapy service delivery is dictated by the organizational 
environment. The organizational environment includes the institutional requirements related to 
performance, operations, and resources of therapeutic services (Rigby et al., 2017). For example, 
when working in an outpatient clinic, there is significant variability for providing therapeutic 
services related to insurance, duration of care, time allocated for service delivery, and scheduling 
procedures. If a caregiver requests a particular therapist or a particular time to receive services, 
this may result in a significant wait time between the date of referral and the start of therapeutic 
services. Pediatric occupational therapists are responsible for adhering to the guidelines set 
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 through the organizational environment while simultaneously promoting each client to reach his 
or her therapeutic goals. Furthermore, therapists may be limited by the organizational 
environment’s selection of assessments and/or available interventions with the expectation to use 
only the provided tools despite their relevance to client-centered or occupation-based practice. 
 To examine therapists’ perspectives related to the organizational environment, Colaianni 
et al. (2015) interviewed practicing therapists to identify the perceived challenges of providing 
occupation-based interventions. Most commonly, the therapists reported occupation-based 
delivery requiring extra effort due to the prevalence of a medical model for service delivery, time 
constraints, reimbursement, and environmental limitations (Colaianni et al., 2015). Che Daud et 
al. (2016) further explored therapists’ perceptions of occupation-based interventions with 
identification that clients do not understand the purpose of occupation, resulting in limitations for 
application within a practice context. Occupational therapists report lack of training or under-
preparedness to provide occupation-based interventions and often focus on impairment-based 
treatments due to the organizational environmental influences (Che Daud et al., 2016). Perhaps 
providing services within a context most similar to the natural environment can allow 
occupation-based interventions to become more relevant, meaningful, and understandable to the 
client (Colaianni et al., 2015).  
Guiding Theoretical Perspectives 
 The two primary theoretical perspectives that guide this study include the Person-
Environment-Occupation Model (Law et al., 1996; PEO) and the Developmental Frame of 
Reference (Vygotsky, 1978). Each theoretical perspective will be discussed. 
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 Person-Environment-Occupation Model (PEO) 
The Person-Environment-Occupation (PEO) model originated in Canada and highlights 
the transactive relationship “between people, their occupations and role, and the environments in 
which they live, work, and play” (Law et al., 1996, p. 9). The person is considered an individual 
or a member of a group including the observable competence of the person, personal desires, 
perceptions, knowledge, beliefs, values, and even attitudes (Letts et al., 1994). The PEO model 
emphasizes what the person does on a daily basis due to intrinsic motivations and personal 
characteristics to influence successful occupational performance (Maclean et al., 2012).  The 
environment within the PEO model encompasses the contexts and situations external to the 
person such as cultural, socioeconomic, institutional, and social opportunities (Law et al., 1996). 
The relationship between the person and the environment is interactive, dynamic, and variable 
due to the assortment of environmental situations (Letts et al., 1994). Occupations are “goal-
directed pursuits that typically extend over time and incorporate meaning for active engagement” 
(AOTA, 2020a). Occupations are the daily activities performed by the person within the 
environment (Maclean et al., 2012). PEO further details occupation with three subcomponents: 
(1) activity - the basic unit of a task, (2) task - purposeful group of activities, and (3) occupation - 
groups of tasks that allow for self-fulfillment, expression, and self-maintenance (Law et al., 
1996). The person must constantly adapt to the environment dependent upon desired 
occupational participation resulting in occupational performance (Law et al., 1996; Maclean et 
al., 2012). Law et al. (1996) defined occupational performance as “the dynamic experience of a 
person engaged in purposeful activities and tasks within an environment” (p. 9). The PEO model 
is applicable across the lifespan and provides occupational therapists with the opportunity to 
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 examine the interactions of the person, environment, and occupation to effectively guide 
intervention (Maclean et al., 2012). 
The PEO model applies to the proposed study as it examines the constructs of occupation 
and its relationship to both the environment and the individual performing the occupation. The 
study will examine the influence of incorporating purposeful occupation into all aspects of 
occupational therapy practice for children with a focus on the selection of occupation-based 
assessments. When applied to pediatric occupational therapists, the therapist is considered the 
person, performing the occupation of clinical practice within the context of the environment in 
which they practice. When applied to children, the child is considered the person, performing the 
occupation of play within the context of the clinic environment. Figure 1 depicts the PEO model 










Developmental Frame of Reference 
The developmental frame of reference is another theoretical perspective that applies to this 
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 a child is influenced by mastery and integration of new skills at each stage of development 
(Creek, 2014). A child learns to develop and grow through adaptive skills that vary at each stage 
of development. A child is considered to appropriately integrate adaptive behaviors when they 
achieve mastery of age-appropriate skills (Creek, 2014). Additionally, Vygotsky’s theory of 
development states that children begin to develop a skill through the following stages: (a) 
requires assistance from others; (b) self-assists with skill performance; (c) internalizes and 
creates an automatic habit of the skill performance; and (d) applies the learned skill to the new 
situation (Cronin & Mandich, 2016; Vygotsky, 1978). The four stages are called the zones of 
proximal development where adults provide a scaffolding approach starting with a greater level 
of assistance to assist the child in completion of the desired task. Both the developmental frame 
of reference and Vygotsky highlight the hierarchical nature of childhood development. 
    In pediatric occupational therapy practice, a child’s skills are expected to grow and 
develop through a scaffolding approach as the therapist initially provides a high amount of 
assistance and gradually progresses to a child’s independent performance of a task. The proposed 
study will examine the developmental approach within practice through the examination of 
assessment selection. Pediatric occupational therapists are responsible for monitoring 
developmental milestones but ultimately for addressing occupational participation through an 
awareness of development. 
Existing Literature 
Several systematic reviews have been conducted to examine pediatric occupational 
therapy assessments related to occupational performance. Phillips et al. (2013) identified the 
most common instruments used to measure activity and participation for children with 
disabilities. In total, 860 articles were retrieved after removal of duplicates with a total of 116 
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 articles filling inclusion criteria. A total of 20 instruments were recognized to measure activity 
and participation (Phillips et al., 2013). Similarly, Chien et al. (2014) also performed a 
systematic review to examine the extent that instruments that intend to measure children’s 
participation measure participation and within what category of participation they fall into 
according to the International Classification of Functioning, Disability and Health – Children and 
Youth (ICF-CY; World Health Organization, 2007). Specifically, the ICF-CY provides a 
framework and common language for problems identified during infancy, childhood, and 
adolescence, involving structures and functions of the body, activity and participation 
limitations, and environmental factors that affect participation (World Health Organization, 
2007). Resultantly, 11 out of 16 instruments measured participation for at least half of the items 
but only the School Function Assessment (SFA; Coster et al, 1998) was comprised of 100% 
participation items (Chien et al., 2014). Furthermore, Calder et al. (2018) performed a systematic 
literature review to examine the use of outcome measures across the ICF-CY domains of 
activity, participation, and environment for children receiving early intervention services or at 
risk for developmental disability between the ages of 0 to 24 months. Out of the 5,764 identified 
assessment tools, only 10 met study inclusion criteria requirements. Only eight of the 10 
available instruments are recommended within the early intervention population due to age 
requirements and not one assessment captured participation across all domains available in 
clinical practice. 
Notably, West et al. (2013) examined clinical documented progress in a residential 
rehabilitation setting servicing children with acquired brain injuries. The SFA was administered 
on intake and discharge from rehabilitation with linear mixed modeling utilized to identify 
differences observed on the SFA. Statistical analysis indicated that 54/70 students demonstrated 
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 significant progress as measured by the SFA for participation, physical and cognitive assistance, 
adaptation, and activity performance at date of discharge (West et al., 2013). Additionally, 
Dunford et al. (2013) examined the outcome measures selected by occupational therapists 
working with children and youth with acquired brain injuries. The outcome measures were 
mapped in accordance with the domains of the ICF. There were 19/42 outcome measures that 
were used frequently and 15/42 used as outcome measures for activity and participation. 
However, it should be noted that not one outcome measure examined all ICF activity and 
participation domains. The SFA was again identified as the only assessment that examined 
children’s participation. Similarly, Chien et al. (2014) identified the SFA as the only assessment 
that targeted all participation-based items but this assessment is limited to the school setting for 
pediatric service delivery. 
Moreover, Phillips et al. (2013) concluded that no single instrument measured the extent 
of involvement, the difficulty, or the satisfaction/enjoyment associated with all life areas. The 
assessments demonstrated activity and participation in only school tasks, community tasks, 
recreational tasks, or a majority of life areas (Phillips et al., 2013). Calder et al. (2018) focused 
on Goal Attainment Scaling (GAS; Ottenbacher & Cusick, 1989) and the Pediatric Evaluation of 
Disability Inventory (PEDI; Haley et al., 1992). Unfortunately, the GAS presents with limitations 
for bias and psychometric properties. The PEDI was identified to capture the greatest number of 
ICF-CY components as it measures functional abilities within each domain assessed. 
A consistent finding in the examined systematic reviews is that there is not one 
standardized pediatric assessment that examines a child’s participation across all areas of the 
ICF-CY. However, a limitation of these reviews is that different assessments were identified to 
reflect best practice, creating inconsistency for current practicing occupational therapy 
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 practitioners regarding assessment tool selection. Ultimately, the occupational therapy 
practitioner is then responsible to select the assessment that measures subcomponents and not all 
of a child’s participation due to lack of identification of a best assessment tool. The lack of 
applicability of one assessment to capture the domains of occupational therapy directly relates to 
this study as the idea of occupational therapy practice is to identify deficits in occupational 
performance and provide interventions to best promote occupational participation. When there is 
not a consistent assessment tool identified to capture occupational performance, there is 
discrepancy amongst occupational therapy practitioners, contributing to inconsistent practice and 
inconsistent adherence to occupation-based practice. It is critical to remember that gathering 
scores from an assessment is not the most important part of the evaluation but rather the goal is 
to help your client and adapt as needed by assessing occupational performance (Mulligan, 2014). 
Service Delivery Models 
 Children’s participation in occupational therapy can occur in a variety of settings 
including the school system, hospital, outpatient clinic, or within the child’s home. Occupational 
therapy services received in the hospital, outpatient clinic, or within the child’s home often 
reflect a medical model of service delivery (Case-Smith & O’Brien, 2015, Medical vs. 
Educational Model, 2020). In a traditional medical model, the referral is initiated by the 
physician with indication of the diagnosis that qualifies the child for a formal assessment 
secondary to delays in at least one developmental area. The caregiver is then directed to seek 
additional services through a hospital, outpatient clinic, or within the home. Once the referral is 
received, the occupational therapist is responsible for conducting and synthesizing relevant 
testing and clinical observations to determine the need for intervention to optimize function.  
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 In an educational or school-based model, the focus is on assessment of impairments that 
relate only to academic performance and participation in school-based activities (Medical vs. 
Educational Model, 2020). Occupational therapy is considered a service that is provided based 
on the child’s educational needs (Case-Smith & O’Brien, 2015). Children may qualify for 
services through an individualized education plan (IEP) or 504 Plan with occupational therapy 
indicated as necessary for successful participation within the academic setting. Children are 
eligible to receive services in both the medical and educational models depending upon the 
unique needs and diagnosis of the client. 
Whitney and Hilton (2013) examined the incorporation of evidence-based practice in 
both models with emphasis on the relationship to occupational performance and participation. In 
this systematic review, only three of the 11 identified studies included the term occupational 
performance. In the medical model approach, analysis was related to the client’s biomedical 
concerns through examination of body functions and body structures (Whitney & Hilton, 2013). 
Although the underlying factors that relate to performance must not be neglected, the most 
important area to assess is a child’s ability to perform the occupation in order to determine the 
efficiency of services or occupational performance as this is the reason for the referral in the first 
place (Whitney & Hilton, 2013). Occupational therapy practitioners are responsible for 
identifying occupational performance limitations across all practice settings. 
Occupational Therapy Training  
Jeong et al. (2016) created a webinar to increase occupational therapy practitioners’ 
awareness of the need to measure participation for children with developmental disabilities. Out 
of the 276 viewers, 15 practitioners and 13 occupational therapy educators completed the online 
survey. The practitioners identified the need to apply participation measures within clinical 
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 practice and occupational therapy educators identified a need to provide didactic learning 
opportunities for students to learn participation measures. Copley et al. (2011) further explored 
the occupational therapy educator’s role and examined the mastery of occupational therapy 
students’ understanding of occupation-centered approaches when working with children. They 
identified that the common themes to implement occupation-based practice include that seeing is 
believing, it can be fun, importance of involving the caregiver, redefining goals, and to learn 
when to be directive. They concluded that occupation-centered practice can be promoted when 
students are provided with a safe learning environment that works towards a goal; students are 
educated through modeling, practice, mistakes, debriefing, and reflection; students are provided 
with graded participation that promotes students’ success; the support provided is individualized; 
and the students’ development of initiative, flexibility, adaptability, and active engagement in 
self-evaluation is promoted. In order for students to apply occupation-based practice components 
to enhance occupational performance in future clients, occupational therapy educational 
strategies must begin in the classroom.  
Practice Implications 
 When selecting assessments within clinical practice, pediatric occupational therapists are 
responsible for demonstrating an awareness of the psychometric properties of the assessment 
including the reliability and validity of the selected measure (Mulligan, 2014; Streiner et al., 
2015). The common expectation is to select an assessment tool primarily based on psychometric 
properties (Streiner et al., 2015). In most therapy clinics, pediatric occupational therapists are 
expected to conduct a chart review, gather necessary assessment tools, compile an occupational 
profile, administer and score an assessment tool, provide recommendations, and schedule follow-
up services within a 60-minute time frame. With external influences to primarily select an 
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 assessment tool due to the psychometric properties (Streiner et al., 2015), a therapist’s ability to 
gather sufficient information related to occupational performance is limited due to the primary 
availability of skill-based assessments with high psychometric properties available in clinical 
practice. The focus of assessment selection has deviated from the profession’s foundational 
principle of analyzing occupational performance. Simply focusing on an assessment’s 
psychometric properties is not enough to qualify it as a comprehensive analysis of occupational 
performance. 
Study Applicability 
 The aforementioned studies provide information regarding occupation-based assessments 
and occupation-based practice. Although the collected data is valuable, the studies focused 
primarily on a quantitative or qualitative approach, limiting the comprehensiveness of attained 
information. The importance of occupation-based assessments and occupation-based practice 
was emphasized with limited incorporation of therapist perceptions of occupation-based 
assessments or clinical prominence of primary assessment tools that focus on occupation. There 
is also a lack of identification of the most regularly selected pediatric occupational therapy 
assessment tool as research inconsistently emphasized various tools. To determine what 
assessment tools are primarily selected, why assessment tools are selected, and the resultant 
implications of occupation-based assessments on clinical practice, a mixed methods study is 
needed to capture a holistic perspective of pediatric occupational therapy practice and to provide 
pediatric occupational therapists with imperative information related to the assessment process. 
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 Research Questions 
Quantitative  
What assessment tools are practicing pediatric occupational therapists most regularly 
selecting within clinical practice? 
Qualitative 
How do occupation-based assessments shape clinical practice for practicing pediatric 
occupational therapists? 
Summary 
 This chapter reviewed the foundational constructs of the proposed study to include the 
components of the occupational therapy process, occupation-based practice, assessments, 
existing literature, guiding theoretical perspectives, study applicability, and the formation of 
research questions. Ultimately, pediatric occupational therapists are responsible for conducting 
evaluations that incorporate occupation-based assessments to uphold the foundational constructs 
of the profession. There is lack of evidence to identify the most regularly selected assessments 
with evidence supporting that there continues to be a focus on the integration of skill-based 
assessments. Conclusively, there is not one available assessment that captures all performance 
areas as measured by the ICF-IY. 
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 Chapter 3: Methodology 
 This study used a mixed methods approach to gain a comprehensive understanding of the 
pattern of pediatric occupational therapy assessments used in practice and the implications of the 
assessments on practice. The first phase of the project gathered quantitative data to ascertain the 
profile of assessments typically used. The second phase of the project was qualitative in nature 
and elucidated the implications on the remainder of practice when discovery about occupation 
occurs in the onset of the therapeutic process. This chapter reviews the mixed methods research 
methodology selected for the proposal of the dissertation study with identification of rationale, 
participants, data collection and analysis, and limitations. 
Pilot Study 
 A pilot study was completed during the investigator’s doctoral residency to identify the 
current clinical application of occupation-based assessments within pediatric practice. The 
investigator examined the utilization of assessments during the evaluation process by pediatric 
occupational therapists to identify selected assessments and the resultant application to 
occupation-based practice. The pilot study included a five-question close-ended survey 
administered with Google Forms (Microsoft, 2020) and sent to prospective participants through 
pediatric occupational therapy social media groups. The five questions were as follows: (1) Do 
you practice pediatric occupational therapy? (2) Do you typically administer standardized 
assessments during evaluations? (3) Of the assessments you administer in practice, identify your 
use of each type of assessment (developmental, occupation-based, and skill-based used 
consistently, occasionally, or rarely)? (4) Does your selection of assessment tools influence the 
following elements of practice (caregiver involvement, child/client involvement, discharge 
planning, duration of services, goal writing, interdisciplinary collaboration, location of services, 
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 materials used, therapeutic approaches, and use of occupation/activities? and (5) What 
occupations do you most commonly assess and treat within your practice (activities of daily 
living, instrumental activities of daily living, health management, rest and sleep, education, 
work, play, leisure, and social participation)? Out of 302 participants, 300 were included as two 
did not meet the inclusion criteria of practicing pediatric occupational therapy. The vast majority 
(94%, n = 282) of pediatric occupational therapist respondents indicated they administer 
standardized assessments. The responding practitioners use a variety of assessments throughout 
their practice, but developmental assessments were used substantially more than other 
assessments and occupation-based assessments were used the least. Table 1 depicts types of 
assessments used and frequency of administration. 
Table 1 
Type of Assessment Tools Administered in Practice: Pilot Data (N = 302) 
Assessment Type Consistently Use Occasionally Use Rarely Use 
Developmental  78% 21% 1% 
Occupation-Based  24% 24% 19% 
Skill-Based  61% 34% 4% 
 
Additionally, the pilot study participants identified which aspects in the continuum care are 
influenced by the assessment tools administered. The primary areas of practice influenced by 
assessments included child/client involvement, goal writing, therapeutic approaches, and use of 
occupation/activities with more specific results included in Table 2. 
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 Table 2 
Assessment Tools Influence on Area of Practice: Pilot Data (N = 302) 
Area of Practice Percent of Sample 
Goal Writing 88% 
Use of Occupation/Activities 84% 
Child/Client Involvement 83% 
Therapeutic Approaches 80% 
Materials Used 70% 
Caregiver Involvement 63% 
Interdisciplinary Collaboration 62% 
Duration of Services 59% 
Discharge Planning 54% 
Location of Services 29% 
 
Note. The final revelation from the pilot study was the identification of occupations addressed by 
pediatric occupational therapists including activities of daily living, play, and social 
participation. Exact percentages by occupational domain are included in Table 3. 
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 Table 3 
Occupations Addressed in Practice: Pilot Study (N = 302) 
Occupation Percent of Sample  
Activities of Daily Living 74% 
Instrumental Activities of Daily Living 32% 
Health Management 5% 





Social Participation 75% 
 
 In conclusion, the pilot study highlighted the lack of use of occupation-based assessments 
by pediatric occupational therapists with common selection of developmental-based or skill-
based assessments. The participants identified how the assessments they select contribute to 
many elements of practice including child/client involvement, goal-writing, therapeutic 
approaches, and use of occupations/activities. The most commonly assessed and treated 
occupations were activities of daily living, education, play, and social participation. These results 
warranted further qualitative data exploration as to why pediatric occupational therapists are 
selecting the assessments they are and the resultant influence on practice. Although the pilot 
study information is insightful, there continued to be a conclusive identification of the most 
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 commonly selected assessment tools, why the tools are selected, and how the selected 
assessment tools influence pediatric occupational therapy practice. 
Mixed Methods Design 
An explanatory sequential design allowed the use of quantitative methods followed by 
qualitative methods to elaborate on the numerical findings through semi-structured interview 
data collection (Creswell & Plano Clark, 2018). First, a close-ended inventory of pediatric 
assessments was completed by pediatric occupational therapists to ascertain assessments used in 
practice along with perceptions of which assessments are occupation-based in nature. A sub-
sample of respondents to the quantitative strand who elected to participate in the qualitative 
strand were interviewed. Then, the sub-sample of the respondents participated in semi-structured 
interviews to gather additional information not otherwise provided within a close-ended 
inventory to create a holistic picture about the utilization of occupation-based assessment and the 
implications on pediatric occupational therapy practice. The quantitative and qualitative findings 
were considered together during the analysis to allow for comprehensive data understanding of 
assessment use and practice implications in pediatric occupational therapy. 
Quantitative Research Design 
 A descriptive cross-sectional quantitative research design was utilized for the study as the 
participants were examined once to gain insight about which assessment tools are regularly 
administered by pediatric occupational therapists (Plichta & Kelvin, 2012). A close-ended 
inventory using Google Forms (Microsoft, 2020) was also implemented.  
Participants 
The participants for the study were pediatric occupational therapists who provide 
therapeutic services to children between the ages of birth to 21. The participants work in a 
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 variety of practice settings including but not limited to hospitals, outpatient clinics, and/or school 
settings. Each pediatric occupational therapist is responsible for performing the client’s 
evaluation to identify strengths and limitations, creating a treatment plan reflective of client 
needs and concerns, and implementing interventions to promote client goal attainment. Pediatric 
occupational therapists are expected to make appropriate, effective clinical decisions through an 
awareness of client status and client progress throughout service delivery. Additionally, pediatric 
occupational therapists may be reimbursed by a variety of third-party payers or within a 
socialized medicine system reflective of the country in which they practice. Resultantly, the daily 
decisions made by pediatric occupational therapists are influenced by a variety of contextual 
factors, including work setting, philosophical paradigm, area of expertise, available materials, 
reimbursement guidelines, and the culture of the practice setting.  
The participants were selected through targeted sampling and included pediatric 
occupational therapists with access to social media. Targeted sampling allowed the investigator 
to exert greater control over the examined sample to directly access the specific, intended 
population under study (Watters & Biernacki, 1989). The inventory was provided to pediatric 
occupational therapy social groups through social media accounts including two groups titled 
Pediatric Occupational Therapists with over 44,400 members and approximately 9,400 thousand 
members respectively, the School-Based Occupational and Physical Therapists groups with 
roughly 25,300 members, and Research4OT with over 6,800 members located on Facebook 
(Facebook, 2020). Individuals may be members of more than one group, reflecting a potentially 
smaller targeted population than indicated by the total number of social media group members. 
Facebook was selected as the pediatric occupational therapy groups demonstrate daily active 
participation with upwards of 5-10 posts per day (Facebook, 2020). Participants were recruited 
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 through provision of an infographic posted on pediatric occupational therapy social media groups 
(Appendix A). The participants were included in the sample if they were occupational therapists 
that practice in pediatrics as determined by providing direct patient care to individuals between 
the ages of 0-21 during their career. Across the pediatric occupational therapy Facebook groups, 
there are over 78,600 practicing pediatric occupational therapists and occupational therapy 
assistants. Participants were excluded if they did not have experience providing direct 
occupational therapy services to pediatric clients. Additionally, certified occupational therapy 
assistants were excluded from the sample as the assessment tool selection process is determined 
by the supervising occupational therapist. 
Sample Size 
To provide the opportunity for accurate data analysis, a large sample size is preferred 
(Hulley et al., 2001). According to the American Occupational Therapy Association (2010), 
there are over 137,000 practicing occupational therapists with the Bureau of Labor Statistics 
(2020) reporting over 143,300 occupational therapy jobs within the United States. According to 
Hulley et al. (2001), the sample size in descriptive statistics is based upon the margin of error in 
confidence intervals. The sample formula for sample size with a 95% confidence variable is N = 
(2S/E)2 where N is the total number of subjects, S is the standard deviation of the variable, and E 
is the margin of error (Hulley et al., 2001). To acquire a sufficient sample size for the study, 
ideally, 383 occupational therapists were to be studied (Hulley et al., 2001). In total for the study, 
there were 347 participants. 
Confidentiality 
Participants were provided with the Nova Southeastern University Consent form for one-
time inventory participation within the quantitative data collection (Appendix B). The consent 
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 form was provided at the beginning of the inventory electronically with participants answering a 
multiple-choice question to confirm their voluntary participation in the inventory. Furthermore, 
participants’ responses were recorded anonymously. 
Study Setting 
The quantitative study setting included Facebook (Facebook, 2020) and Google Forms 
(Microsoft, 2020). The inventory link was provided over Facebook (Facebook, 2020) with 
redirection for completion over Google Forms (Microsoft, 2020). Once the participant submitted 
the Google Form (Microsoft, 2020), he or she did not have access to their responses. Then, the 
information was uploaded into the Statistical Package for the Social Sciences (SPSS; IBM Corp., 
2019) to allow for data analysis. 
Data Collection Instrument 
The quantitative data were collected through a researcher who created inventory using 
Google Forms (Microsoft, 2020). The data were automatically compiled into the Google Forms 
(Microsoft, 2020) software with a total number of participants calculated throughout collection 
of the data. The inventory consisted of two sections (Appendix C). The first section included the 
demographic information of the sample including years of practice, entry-level occupational 
therapy degree, highest degree earned, primary practice setting, and geographic location. The 
AOTA 2019 Workforce and Salary Survey was used to identify primary practice setting choices 
relevant to pediatric occupational therapy. The World Federation of Occupational Therapists 
(2020) directory was also used to identify geographic location of practice with inclusion of every 
country provided on the accredited program list in addition to all 53 states and territories in the 
United States. 
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 The second section of the inventory compiled a list of the pediatric occupational therapy 
assessment tools regularly selected by participants. To create the inventory, a thorough review of 
the assessment indices located in the Asher (2014), Case-Smith & O’Brien (2015), Law et al. 
(2017), and Mulligan (2010) textbooks were reviewed with selection of pediatric occupational 
therapy assessment tools. Then, the compiled list of assessments was sent to five experienced 
pediatric occupational therapy practitioners and academicians to ensure inclusiveness of 
regularly used pediatric occupational therapy assessment tools. Resultantly, 75 assessment tools 
were selected for inclusion within the inventory. The assessments were presented in alphabetical 
order to eliminate any bias with inclusion of a picture to assist with assessment identification. 
The participants were asked if they regularly use the identified assessment tool and if the 
therapist considers the tool to be occupation-based. To promote clarification of the presented 
assessments on the inventory, different versions of assessments (first edition, second edition, 
etc.) were combined into one assessment prompt. For example, the Bruininks-Oseretsky Test of 
Motor Proficiency (BOT) and the BOT-2 were presented as a single assessment prompt. Finally, 
participants had the option to include their email address if they were interested in participating 
in the qualitative analysis portion of the study. In total, the participants were asked to indicate 
their use of 75 pediatric occupational therapy assessment tools and if they consider the tool to be 
occupation-based. 
Procedures 
 Recruitment began with provision of the flyer (Appendix A) on Facebook (Facebook, 
2020) pediatric occupational therapy groups on March 22, 2021. The post included a hyperlink to 
the created Google Form (Microsoft, 2020) and was approved by group administrators to post to 
the group. The participants then had access to the Google Form (Microsoft, 2020) inventory 
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 linked in the Facebook (Facebook, 2020) post for a total of two weeks. The post was re-shared 
when there was approximately one week remaining on March 29, 2021 to remind potential 
participants of the opportunity for inventory completion. After opening the inventory, 
participants were presented with the one-time inventory consent form to indicate their 
willingness to participate. Next, participants identified that they were pediatric occupational 
therapists. Once confirmed, the participant completed the demographic information on the 
inventory followed by regular assessment tool identification. The final step of the inventory 
offered the participant the opportunity to provide their email address if interested in participating 
in the qualitative strand of the study. Conclusively, the participant submitted the Google Form 
(Microsoft, 2020). 
Data Analysis 
After the inventory was closed, the data was uploaded into SPSS Version 27 (IBM Corp., 
2020) for analysis. Descriptive statistics were completed to indicate the years of practice, entry-
level occupational therapy degree, highest earned degree, primary practice setting, and 
geographic location of the examined sample (Plichta & Kelvin, 2012). Additionally, the 
utilization of each assessment tool was calculated to determine which of the provided pediatric 
occupational therapy assessment tools is most regularly utilized in clinical practice. The 
assessments were ranked from most frequently used to least frequency used based on the results 
of the study. Furthermore, the occupation-based assessments were ranked from most frequently 
used to least frequency used. Then, the investigator identified the number of occupation-based 
assessment tools selected by each participant. The investigator also compiled a list of the 
assessment tools participants most commonly identified as occupation-based and a list of 
assessment tools that participants indicated they did not have exposure to, ranking from least 
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 exposure to most exposure. Next, the investigator compared the assessment tools selected by 
country of practice, years of practice, and across practice settings. Lastly, the investigator 
calculated the frequency of correct identification of occupation-based assessment tools and the 
frequency of incorrect identification of non-occupation-based assessment tools. A nonparametric 
correlation of the participants’ correct identification of occupation-based assessment tools was 
calculated against the number of years in practice and the number of occupation-based tools 
used. 
Mulligan (2014) identified 16 pediatric occupation-based assessment tools that were used 
as a guide to indicate the occupation-based assessment tools available for pediatric occupational 
therapists. The 16 assessments included The Pediatric Evaluation of Disability Inventory (Haley 
et al., 1992), The Pediatric Evaluation of Disability – Computer Adaptive Test (Haley et al., 
2012), Evaluation Tool of Children’s Handwriting (Amundson, 1995), Minnesota Handwriting 
Assessment (Reisman, 1999), School Function Assessment (Coster et al., 1998), School 
Assessment of Motor and Process Skills (Fisher et al., 2005), Assessment of Motor and Process 
Skills (Fisher et al., 2005), Vineland Adaptive Behavior Scales (Sparrow et al., 2005), Canadian 
Occupational Performance Measure (Law et al., 2005), Child Occupational Self-Assessment 
(Keller et al., 2005), Functional Independence Measure (Hamilton & Granger, 2006), Test of 
Playfulness (Skard & Bundy, 2008), Knox Preschool Scales-Revised (Knox, 2008), Symbolic 
Play Checklist (Westby, 1980), Adaptive Behavior Assessment System (Harrison & Oakland, 
2000), and Children’s Assessment of Participation and Enjoyment and Preferences for Activities 
of Children (King et al., 2005). After consulting with the five pediatric occupational therapy 
professionals, the Symbolic Play Checklist was removed from the inventory due to perceived 
lack of utilization in current clinical practice. Additionally, The Pediatric Evaluation of 
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 Disability Inventory (Haley et al., 1992) and The Pediatric Evaluation of Disability – Computer 
Adaptive Test (Haley et al., 2012) were combined into one item on the pediatric inventory. The 
School Assessment of Motor and Process Skills (Fisher et al., 2005), and the Assessment of 
Motor and Process Skills (Fisher et al., 2005) were also combined into one item on the pediatric 
inventory. After review of the remaining assessments, seven additional tools were considered to 
be occupation-based measures and were included as occupation-based tools. The remaining tools 
considered to be occupation-based were The Children’s Kitchen Task Assessment (Rocke et al., 
2008), The Goal Oriented Assessment of Life Skills (Miller et al., 2013), The Miller or The 
Miller Function and Participation Scales (Miller, 2006), The Print Tool (Olsen & Knapton, 
2016), the Roll Evaluation of Activities of Life (Roll & Roll, 2013), The Test of Handwriting 
Skills (Milone, 2007), and the Weekly Calendar Planning Activity (Toglia, 2015). In total, 20 
assessment tools were considered to be occupation-based with creation of an occupation-based 
assessment variable for relative comparison and nonparametric correlation. 
Qualitative Research Design 
Moustakas’ (1994) phenomenology approach allows the researcher to identify the 
experiences of others and their perceptions regarding a particular situation or event (Richards & 
Morse, 2013). The qualitative research design elaborated on the use of pediatric occupational 
therapy assessment tools to promote understanding of an individual’s experience and behavior 
(Fingerhut, 2013; Moustakas, 1994; Sokolowski, 2000). The participants’ experiences regarding 
how occupation-based assessments shape service delivery were explored. 
Participants 
The participants for this study were selected through purposive sampling to select a 
specific population of pediatric occupational therapists who volunteered to participate at the 
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 conclusion of the quantitative inventory. Purposive sampling divulges information-rich material 
from specific individuals to explore the phenomena at hand (Luborsky & Rubinstein, 1995; 
Richards & Morse, 2013). Included participants were pediatric occupational therapists who 
participated in the quantitative inventory and elected to participate in the qualitative strand of the 
study through provision of their email address. The participants were selected if they identified 
regular use of at least one occupation-based assessment as categorized by Mulligan (2014).  
Out of the available pediatric occupational therapy assessments, participants who 
indicated use of the greatest number of occupation-based assessments as categorized by Mulligan 
(2014) were contacted first to provide the richest possible evidence. Participants were contacted 
on a first come, first serve basis with selection of participants across practice settings. A total of 
19 participants were contacted with a total of six participating in the study. All interviewed 
participants commonly administer at least six occupation-based assessment tools. Excluded 
participants included occupational therapists who do not practice in pediatrics and pediatric 
occupational therapists who do not use at least one occupation-based assessment tool as 
identified by Mulligan (2014). 
Sample Size 
To determine the appropriate sample size for the study, qualitative samples must be large 
enough to uncover “new and richly textured understanding” and small enough to promote “deep, 
case-oriented analysis” (Sandelowski, 1996, p. 183). Morse (2000) further elaborates that the 
scope of the study, nature of the topic, quality of data, and the design must be considered with 
higher quality data indicating fewer participants needed. In qualitative research, interviewing  
will continue until the investigator deems that data saturation has been reached and no new codes 
were presented from subsequent interviews. The sample for this study was six pediatric 
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 occupational therapists to sufficiently identify a phenomenon related to occupation-based 
assessments in pediatric occupational therapy practice. 
Confidentiality 
Participants were provided with the Nova Southeastern University Consent forms for 
social and behavioral research to complete prior to commencement of the interview (Appendix 
D). The participants selected a pseudonym and turned off their cameras to maintain 
confidentiality. The name on the Zoom (Zoom Video Communications, 2021) was changed to 
the participant selected pseudonym prior to recording of the interview. Participants who 
volunteered to participate in the qualitative strand of the study, as indicated by providing their 
email address at the conclusion of the quantitative strand, were contacted through the 
investigator’s email address with a standard email drafted (Appendix E). The investigator 
instructed the participant to select a pseudonym to use throughout the remainder of the study and 
to schedule a time/day for interview completion. The participants were contacted through a 
follow-up email to provide them with the consent form and confirm the day and time of their 
scheduled interview (Appendix F). Before the interview began and was recorded, the participant 
had the opportunity to ask the investigator any consent-form-related questions and emailed the 
signed consent form to the investigator. The participant was also reminded to change his or her 
name to a pseudonym and to turn off his or her camera prior to recording the interview. 
Study Setting 
The qualitative study setting occurred in a virtual context using Zoom (Zoom Video 
Communications, 2021). Participants were interviewed over Zoom (Zoom Video 
Communications, 2021) with transcription and recording of each interview completed after 
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 participant consent. The qualitative results were analyzed using QDA Miner Lite (Provalis 
Research, 2016).  
Data Collection 
The investigator conducted and transcribed semi-structured interviews over Zoom (Zoom 
Video Communications, 2021). Data was collected through creation of a semi-structured 
interview by the investigator (Appendix G) with utilization of questions that prompted 
information sharing without bias or integration of leading questions (Moustakas, 1994). 
Additionally, rapport was built with each participant as strong rapport may lead to better 
responses (Jacob & Ferguson, 2012).  
Data Analysis 
The Zoom (Zoom Video Communications, 2021) recordings were reviewed using the 
Zoom-generated transcripts. The investigator listened to the recordings to correct any errors and 
ensure accuracy. Next, the investigator followed Moustakas’ (1994) approach to the 
phenomenological model using phenomenological reduction and QDA Miner Lite software 
(Provalis Research, 2016). The steps of Moustakas’ (1994) phenomenological model include the 
following: (a) Bracketing the Topic, (b) Horizontalization, (c) Clustering into Themes, (d) 
Textural Description of the Experience, (e) Structural Descriptions of the Experience, and (f) 
Textural-Structural Synthesis.  
To allow for bracketing to occur, the investigator first performed the epoche process or 
setting aside bias and predispositions to allow for a fresh perspective and a focus on the 
participants and research questions (Moustakas, 1994). The investigator performed bracketing by 
beginning a journal prior to data collection to acknowledge personal biases with maintenance of 
the journal throughout the data collection and analysis process. The journal was used to note 
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 biases to promote the view of the participants instead of the investigator. Next, horizontalization 
occurred through transcription of interviews with verification of authenticity by reading and 
identifying significant statements within each transcription (Moustakas, 1994). The investigator 
was immersed in the data through repeated readings to allow for theme identification. 
Horizontalization includes the identification of significant statements and the elimination of 
repetitive statements (Moustakas, 1994). The investigator performed horizontalization through 
review of the recorded zoom transcripts to verify accuracy of the recordings. The investigator 
removed repetitive statements and identified significant statements through the context of the 
PEO model (Law et al., 1996). Aspects related to the person included therapist training, years of 
experience, comfort level of occupation-based practice, value of occupation within practice, and 
the level of occupation-centeredness of the participant. Aspects related to the occupation 
included the development of treatment plans, the administration of assessments, billing process, 
and family education. Lastly, aspects of the environment included the clinical setting of the 
participants, the selected assessment tools, and the culture of the setting of the participants. After 
horizontalization, the significant statements identified by participants were clustered into 
categories where a word or phrase that is frequently used was grouped together (Moustakas, 
1994).  
Next, the textural description of the data described the meaning behind the phenomenon 
to promote well-rounded understanding by including a collection of all individual descriptions 
into the group description (Moustakas, 1994). The investigator first reviewed each transcription 
and the identified themes to analyze the meaning behind the phenomenon. The investigator then 
analyzed all codes to identify the themes that emerged within the interviews. The structural 
description transitioned from focusing on what the phenomenon is to how the participants 
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 collectively view the phenomenon or how clinical practice is influenced by occupation-based 
assessments tools (Moustakas, 1994). The final step is textural-structural synthesis where the 
what and how are combined (Moustakas, 1994). In this step, the investigator linked the identified 
phenomenon to the selection of occupation-based assessments and resultant influences on 
clinical practice. 
Methodological Rigor 
To confirm the trustworthiness of the study and enhance the methodological rigor, 
member checking was performed during the data review process of the semi-structured 
interviews. Patton (2002) defines member checking as the method to confirm accurate 
interpretation of data from study participants. After the investigator identified themes and 
descriptions within the data, it was sent to the participants for review. If a participant indicated 
an error in the researcher’s interpretation, the researcher corrected the error and re-submitted the 
themes and descriptions to the participant (Lincoln & Guba, 1985; Giorgi, 2005; Patton, 2002). 
The triangulation of data occurred through multiple methods as the researcher collected 
the data through audio recording, transcription, and note taking during the semi-structured 
interview process prior to analysis (Creswell & Plano, 2007). Additionally, there was sufficient 
information described in the study to allow for replicability (Richards & Morse, 2013).  
Throughout the data collection and analysis process, an audit trail was kept. The audit  
trail included what was done, how it was done, and why it was done. The purpose of an audit 
trail is to minimize bias and determine the validity of the findings (Richards & Morse, 2013). 
The audit trail will be reviewed by the investigator’s research mentor. Debriefing will also occur 
with the investigator’s research mentor.  
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 Integration of Quantitative and Qualitative Strands 
 The results of the quantitative data were calculated and analyzed to identify practice 
trends with assessment tool selection. Subsequently, the qualitative data were analyzed through 
thematic analysis to identify the perspectives of pediatric occupational therapists. The results of 
the quantitative data were analyzed in conjunction with the qualitative data to identify 
assessment trends and resultant implications for clinical practice. 
Timeline 
The inventory was open for two weeks as documented by the date of initial posting, 
March 22, 2021. Participants were invited to participate in the inventory and reminded when 
there was approximately one week left to participate in the inventory as identified by 
commenting and re-posting the initial inventory link on March 28, 2021. After the inventory was 
closed, the results were downloaded into SPSS (IBM Corp., 2020). The participants who 
provided email address responses were analyzed for integration of occupation-based assessments 
within pediatric occupational therapy practice. The participants who identified the greatest 
regular use of occupation-based assessment tools were contacted via email to set up an interview 
date over Zoom (Zoom Video Communications, 2021) that lasted no more than 60 minutes. The 
first group of participants were contacted on April 5, 2021 and the second group of participants 
were contacted on April 8, 2021. All participants identified regular use of at least six occupation-
based pediatric assessments as measured on the inventory. The participants were contacted no 
more than two times to schedule the Zoom (Zoom Video Communications, 2021) semi-
structured interview. If there was no response from the participant after two attempts, the 
participant was excluded from the semi-structured interview. The participants selected a 
pseudonym and completed the interview within three weeks of the inventory closure. The 
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 participants were also provided with a copy of the transcript to confirm validity and integrity 
within 3 weeks of the completed interview. 
Summary  
 This chapter reviewed the methodology selected for the proposed study. The investigator 
used an explanatory sequential mixed method approach with initial completion of an inventory 
and follow-up data collected through semi-structured interviews. The results of the inventory 
aided in participant recruitment for the qualitative portion of the study. The inventory results 
were analyzed through SPSS Version 27 (IBM Corp., 2020) by identifying associations and/or 
relationships and commonly selected pediatric occupational therapy assessments. The qualitative 
portion of the study was analyzed through QDA Miner Lite (Provalis Research, 2016) and 
provided rich evidence to further explore the results of the inventory and identify how pediatric 
occupational therapy practice is shaped by assessment selection. 
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 Chapter 4: Results 
 The mixed methods research study gathered quantitative data and qualitative data. The 
quantitative data was collected through Google Forms (Microsoft, 2020) and analyzed by SPSS 
Version 27 (IBM Corp., 2020). Subsequently, the qualitative data was collected through Zoom 
(Zoom Video Communications, 2021) and analyzed through QDA Miner Lite (Provalis 
Research, 2016). The results of the quantitative data include descriptive statistics, frequencies, 
and relative comparisons. The qualitative data results include coding and thematic analysis. This 
chapter includes the results of both the quantitative and qualitative data. 
Quantitative Results 
The beginning of the quantitative inventory included a compilation of demographic 
information. The largest group of participants (44%) had more than 10 years of practice 
experience as noted in Table 4. 
Table 4 
Years of Practice Demographic Information (N = 337) 
Years of Practice n Percentage 
1-3 years 78 23% 
4-6 years 63 19% 
7-10 years 46 14% 
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 Note. The largest group of participants (66%) reported a master’s degree as their entry-level 
degree at time of inventory completion detailed in Table 5. 
Table 5 
Entry-Level Degree Demographic Information (N = 337) 
Entry-Level Degree n Percentage 
Bachelors 100 30% 
Master’s 223 66% 
Doctorate 14 4% 
 
Note. The overall highest earned degree for participants (72%) was also a master’s degree with 
the second highest earned degree a bachelors (19%) depicted in Table 6. 
Table 6 
Highest Earned Degree Demographic Information (N = 337) 
Highest Earned Degree n Percentage 
Bachelors 64 19% 
Master’s 242 72% 
Doctorate 16 5% 
Post-Professional Doctorate 13 4% 
Ph.D.  2 0.6% 
 
Note. The practice setting with the highest representation in the examined sample included 
school-based occupational therapists (42%), followed by free-standing outpatient clinics (30%). 
Table 7 breaks down each practice setting. 
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 Table 7 
Practice Setting Demographic Information (N = 337) 
Primary Practice Setting n Percentage  
Academia 5 2% 
Community 9 3% 
Early Intervention 35 10% 
Free-Standing Outpatient 101 30% 
Home Health 11 3% 
Hospital 19 6% 
Long-Term Care/Skilled Nursing  1 0.3% 
Mental Health 3 0.9% 
School 140 42% 
Other 13 3% 
 
Note. The participants for the study practiced in 46 out of the 50 United States. The greatest 
number of participants by state included 27 from California and 22 in both New York and Texas. 
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 Table 8 
Location of Practice Demographic Information (N = 337) 
Location of Practice n Percentage 
Alabama 1 0.3% 
Alaska 1 0.3% 
Arizona 5 1.5% 
Arkansas 5 1.5% 
California 27 8.0% 
Colorado 6 1.8% 
Connecticut 9 2.7% 
Delaware 2 0.6% 
District of Columbia 2 0.6% 
Florida 17 5.0% 
Georgia 9 2.7% 
Hawaii 0 0.0% 
Idaho 1 0.3% 
Illinois 10 3.0% 
Indiana 5 1.5% 
Iowa 1 0.3% 
Kansas 1 0.3% 
Kentucky 2 0.6% 
Louisiana 1 0.3% 
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 Maine 2 0.6% 
Maryland 7 2.1% 
Massachusetts 12 3.6% 
Michigan 2 0.6% 
Minnesota 6 1.8% 
Mississippi 0 0.0% 
Missouri 8 2.4% 
Montana 1 0.3% 
Nebraska 2 0.6% 
Nevada 1 0.3% 
New Hampshire 4 1.2% 
New Jersey 13 3.9% 
Mew Mexico 1 0.3% 
New York 22 6.5% 
North Carolina 8 2.4% 
North Dakota 4 0.3% 
Ohio 14 4.2% 
Oklahoma 2 0.6% 
Oregon 2 0.6% 
Pennsylvania 15 4.5% 
Rhode Island 1 0.3% 
South Carolina 5 1.5% 
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 South Dakota 0 0.0% 
Tennessee 5 1.5% 
Texas 22 6.5% 
Utah 0 0.0% 
Vermont 0 0.0% 
Virginia 13 3.9% 
Washington 14 4.2% 
West Virginia 0 0.0% 
Wisconsin 3 0.9% 
Wyoming 2 0.6% 
Outside of US 41 12.2% 
 
Note. Outside of the United States, 11 countries were represented within the examined sample. 
The greatest number of participants resided in Canada with a total of 11, followed by Australia 
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 Table 9 
Country of Practice Demographic Information (N = 337) 
Country of Practice n Percentage 
Australia 8 2.4% 
Canada 11 3.3% 
England 2 0.6% 
Hong Kong 1 0.3% 
India 2 0.6% 
Ireland 3 0.9% 
Malaysia 2 0.6% 
New Zealand 1 0.3% 
Pakistan 2 0.6% 
South Africa 6 1.8% 
United Kingdom 3 0.9% 
United States 296 87.8% 
 
Note. The percentage of participants that selected each assessment tool is organized 
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 Table 10 
Assessment Tool Selection (N = 337) 
Assessment Tool n Percentage 
Adaptive Behavior Assessment System 13 3.9% 
Alberta Infant Motor Scale 19 5.6% 
Assessment of Motor and Process Skills 9 2.7% 
Assisting Hand Assessment 6 1.8% 
Autism Diagnostic Observation Schedule 30 8.9% 
Batelle Developmental Inventory 40 11.9% 
Bayley Scales of Infant and Motor Development 50 14.8% 
Beery VMI 287 85.2% 
Behavior Assessment System for Children 4 1.2% 
Both Hands Assessment 3 0.9% 
Bruininks-Oseretsky Test of Motor Proficiency 265 78.6% 
Canadian Occupational Performance Measure 71 21.1% 
Child Occupational Self-Assessment 25 7.4% 
Children’s Assessment of Participation and Enjoyment and 
Preferences for Activities of Children 
13 3.9% 
Children’s Kitchen Task Assessment 17 5.0% 
Clinical Observation of Motor and Postural Skills 34 10.1% 
De-Gangi-Berk Test of Sensory Integration 11 3.3% 
Denver Developmental Assessment 13 3.9% 
   
    
60 
 Developmental Profile 31 9.2% 
Developmental Assessment for Individuals with Severe Disabilities 21 6.2% 
Developmental Assessment of Young Children 72 21.4% 
Developmental Test of Visual Perception 141 41.8% 
Dynamic Occupational Therapy Cognitive Assessment for Children 6 1.8% 
Early Learning Accomplishment Profile 11 3.3% 
Evaluation Tool of Children’s Handwriting 66 19.6% 
Full Range Test of Visual Motor Integration 1 0.3% 
Functional Emotional Assessment Scale 7 2.1% 
Functional Independence Measure  33 9.8% 
Goal-Oriented Assessment of Life Skills 64 19.0% 
Gross Motor Function Measure 13 3.9% 
Hand Assessment of Infants 5 1.5% 
Hawaii Early Learning Profile 73 21.7% 
Infant Neurological International Battery 8 2.4% 
Infant Toddler Developmental Assessment 1 0.3% 
Jordan Left-Right Reversal Test 26 7.7% 
Knox Preschool Scale 11 3.3% 
McDowell Vision Screening Kit 0 0.0% 
Melbourne Assessment 2 4 1.2% 
Milani-Comparetti Motor Development Screening Test 0 0.0% 
Miller Function and Participation Scales 103 30.6% 
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 Mini Assisting Hand Assessment 3 0.9% 
Minnesota Handwriting Assessment 16 4.7% 
Motor-Free Visual Perception Test 97 28.8% 
Mullen Scales of Early Learning 7 2.1% 
Neonatal Behavioral Assessment Scale 4 1.2% 
Peabody Developmental Motor Scales 276 81.9% 
Pediatric Balance Scale 6 1.8% 
Pediatric Evaluation of Disability Inventory 102 30.3% 
Pediatric Volitional Questionnaire 7 2.1% 
Piers-Harris Children’s Self-Concept Scale 0 0.0% 
Preschool Visual Motor Integration Assessment 4 1.2% 
Print Tool 103 30.6% 
Quality of Upper Extremity Skills Test 13 3.9% 
Quick Neurological Screening Test 12 3.6% 
Roll Evaluation of Activities of Life 71 21.1% 
SCHOODLES School Fine Motor Assessment 45 13.4% 
School Functional Assessment 101 30.0% 
School Setting Interview 4 1.2% 
Short Child Occupational Profile 13 3.9% 
Sensory Integration and Praxis Test 20 5.9% 
Sensory Processing Measure 208 61.7% 
Sensory Profile 291 86.4% 
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 Shriners Hospital Upper Extremity Evaluation 2 0.6% 
Social Skills Improvement System 4 1.2% 
Test of Everyday Attention for Children 0 0.0% 
Test of Gross Motor Development 6 1.8% 
Test of Handwriting Skills 29 8.6% 
Test of Playfulness 5 1.5% 
Test of Sensory Functions in Infants 8 2.4% 
Test of Visual Motor Skills 47 13.9% 
Test of Visual-Perceptual Skills 102 30.3% 
The Slosson Visual-Motor Performance Test 1 0.3% 
Vineland Adaptive Behavior Scales 35 10.4% 
Weekly Calendar Planning Activity 5 1.5% 
Wide Range Assessment of Visual Motor Ability 41 12.2% 
 
Note. Assessment tools in bold connote an occupation-based tool. 
More specifically, Table 11 includes a summarized list of the top assessment tools selected 
within the examined sample organized by highest to lowest percentage. The most commonly 
selected assessment tool for the examined sample was the Sensory Profile (86.4%), followed by 
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 Table 11 
Most Commonly Selected Assessments (N = 337) 
Assessment Tool Percentage 
Sensory Profile 86.4% 
Beery VMI 85.2% 
Peabody Developmental Motor Scales 81.9% 
Bruininks-Oseretsky Test of Motor Proficiency 78.6% 
Sensory Processing Measure 61.7% 
Developmental Test of Visual Perception 41.8% 
Print Tool 30.6% 
Miller Function and Participation Scales 30.6% 
Pediatric Evaluation of Disability Inventory 30.3% 
Test of Visual Perceptual Skills 30.3% 
School Function Assessment 30% 
 
Note. Assessment tools in bold connote an occupation-based tool. 
A variable was created to examine the number of occupation-based assessment tools 
administered by each participant. In total, there were 20 identified occupation-based assessments 
included on the inventory. The number of commonly used occupation-based assessments is 
depicted in Table 12 and organized by the greatest number of selected occupation-based 
assessment tools to the least number of selected occupation-based assessment tools. Most 
participants identified using one occupation-based assessment tool (23.1%). 
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 Table 12 
Number of Occupation-Based Assessment Tools Used by Participants (N = 337) 
Quantity of Tools n Percentage 
16 1 0.3% 
15 0 0.0% 
14 1 0.3% 
13 0 0.0% 
12 1 0.3% 
11 1 0.3% 
10 3 0.9% 
9 3 0.9% 
8 3 0.9% 
7 7 2.1% 
6 17 5.0% 
5 25 7.4% 
4 29 8.6% 
3 58 17.2% 
2 57 16.9% 
1 78 23.1% 
0 53 15.7% 
 
Note. A specific breakdown of the percentage of occupation-based assessment tools selected by 
participants is included in Table 13. 
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 Table 13 
Occupation-Based Assessment Tool Selection by Participants (N = 337) 
Assessment Tool n Percentage 
Adaptive Behavior Assessment System 13 3.9% 
Assessment of Motor and Process Skills 9 2.7% 
Canadian Occupational Performance Measure 71 21.1% 
Child Occupational Self-Assessment Tool 25 7.4% 
Children’s Assessment of Participation and Enjoyment and Preferences for 
Activities of Children 
13 3.9% 
Children’s Kitchen Task Assessment 17 5.0% 
Evaluation Tool of Children’s Handwriting 66 19.6% 
Functional Independence Measure 33 9.8% 
Goal-Oriented Assessment of Life Skills 64 19.0% 
Knox Preschool Play Scale 11 3.3% 
Miller Function and Participation Scales 103 30.6% 
Minnesota Handwriting Assessment 16 4.7% 
Pediatric Evaluation of Disability Inventory 102 30.3% 
Print Tool 103 30.6% 
Roll Evaluation of Activities of Life 71 21.1% 
School Function Assessment 101 30.0% 
Test of Handwriting Skills 29 8.6% 
Test of Playfulness 5 1.5% 
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 Vineland Adaptive Behavior Scales 35 10.4% 
Weekly Calendar Planning Activity 5 1.5% 
 
Note. Participants classified assessment tools as occupation-based through the provision of three 
answer choices: yes (occupation-based), no (non-occupation-based), or no exposure to tool for 
classification. In Table 14, the occupation-based assessment tools are bolded. The results 
identified omission or missing the occupation-based tools and commission or identifying a tool 
as occupation-based when it is not. A low percentage of yes on a bolded occupation-based tool 
represents omission where participants failed to recognize occupation-based tools as occupation-
based. A high percentage of yes on non-occupation-based tools represents commissions where 
participants recognized non-occupation-based tools as occupation-based.  
Table 14 
Therapist Classification of Assessment Tools as Occupation-Based (N = 337) 
Assessment Tool Yes No No Exposure 
to Tool for 
Classification 
Adaptive Behavior Assessment System 8.6% 6.8% 84.6% 
Alberta Infant Motor Scale 6.5% 8.0% 85.5% 
Assessment of Motor and Process Skills 13.6% 2.1% 84.3% 
Assisting Hand Assessment 5.3% 1.8% 92.9% 
Autism Diagnostic Observation Schedule 11.0% 12.8% 76.3% 
Batelle Developmental Inventory 24.0% 3.9% 72.1% 
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 Bayley Scales of Infant and Motor Development 32.0% 7.7% 60.2% 
Beery VMI 39.8% 54.3% 5.9% 
Behavior Assessment System for Children 4.7% 7.7% 87.5% 
Both Hands Assessment 1.8% 1.2% 97.0% 
Bruininks-Oseretsky Test of Motor Proficiency 54.6% 36.8% 8.6% 
Canadian Occupational Performance Measure 59.9% 2.1% 38.0% 
Child Occupational Self-Assessment 21.1% 1.2% 77.7% 
Children’s Assessment of Participation and Enjoyment 
and Preferences for Activities of Children 
11.6% 0.9% 87.5% 
Children’s Kitchen Task Assessment 20.8% 0.9% 78.3% 
Clinical Observation of Motor and Postural Skills 8.0% 12.2% 79.8% 
De-Gangi-Berk Test of Sensory Integration 7.1% 9.5% 83.4% 
Denver Developmental Screening Tool 13.6% 4.2% 82.2% 
Developmental Profile 13.6% 3.0% 83.4% 
Developmental Assessment for Individuals with Severe 
Disabilities 
10.1% 2.4% 87.5% 
Developmental Assessment of Young Children 28.5% 3.9% 67.7% 
Developmental Test of Visual Perception 21.7% 45.7% 32.6% 
Dynamic Occupational Therapy Cognitive Assessment for 
Children 
3.3% 3.6% 93.2% 
Early Learning Accomplishment Profile 8.0% 1.8% 90.2% 
Evaluation Tool of Children’s Handwriting 41.2% 5.6% 53.1% 
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 Full Range Test of Visual Motor Integration 1.5% 4.2% 94.4% 
Functional Emotional Assessment Scale 4.7% 1.5% 93.8% 
Functional Independence Measure  39.2% 1.2% 59.6% 
Goal-Oriented Assessment of Life Skills 36.8% 1.5% 61.7% 
Gross Motor Function Measure 9.5% 5.0% 85.5% 
Hand Assessment of Infants 3.3% 0.9% 95.8% 
Hawaii Early Learning Profile 43.0% 3.9% 53.1% 
Infant Neurological International Battery 2.1% 3.6% 94.4% 
Infant Toddler Developmental Assessment 1.2% 1.2% 97.6% 
Jordan Left-Right Reversal Test 8.6% 6.8% 84.6% 
Knox Preschool Play Scale 14.5% 0.9% 84.6% 
McDowell Vision Screening Kit 2.4% 1.8% 95.8% 
Melbourne Assessment 2 1.5% 2.1% 96.4% 
Milani-Comparetti Motor Development Screening Test 0.3% 2.1% 97.6% 
Miller Function and Participation Scales 54.0% 2.1% 43.9% 
Mini Assisting Hand Assessment 2.7% 2.1% 95.3% 
Minnesota Handwriting Assessment 12.8% 3.6% 83.7% 
Motor-Free Visual Perception Test 16.3% 35.0% 48.7% 
Mullen Scales of Early Learning 4.7% 2.1% 93.2% 
Neonatal Behavioral Assessment Scale 2.7% 1.8% 95.5% 
Peabody Developmental Motor Scales 69.1% 23.7% 7.1% 
Pediatric Balance Scale 2.1% 4.7% 93.2% 
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 Pediatric Evaluation of Disability Inventory 41.8% 3.6% 54.6% 
Pediatric Volitional Questionnaire 5.6% 2.1% 92.3% 
Piers-Harris Children’s Self-Concept Scale 0.6% 1.5% 97.9% 
Preschool Visual Motor Integration Assessment 0.9% 1.8% 97.3% 
Print Tool 42.1% 6.5% 51.3% 
Quality of Upper Extremity Skills Test 3.3% 4.2% 92.6% 
Quick Neurological Screening Test 2.4% 7.4% 90.2% 
Roll Evaluation of Activities of Life 29.1% 1.8% 69.1% 
SCHOODLES School Fine Motor Assessment 20.2% 2.1% 77.7% 
School Functional Assessment 46.0% 2.1% 51.9% 
School Setting Interview 3.6% 1.5% 95.0% 
Short Child Occupational Profile 8.9% 0.9% 90.2% 
Sensory Integration and Praxis Test 13.9% 18.4% 67.7% 
Sensory Processing Measure 57.9% 13.9% 28.2% 
Sensory Profile 77.4% 17.2% 5.3% 
Shriners Hospital Upper Extremity Evaluation 1.8% 3.6% 94.7% 
Social Skills Improvement System 3.0% 1.5% 95.5% 
Test of Everyday Attention for Children 0.9% 2.4% 96.7% 
Test of Gross Motor Development 4.7% 2.1% 93.2% 
Test of Handwriting Skills 16.0% 1.8% 82.2% 
Test of Playfulness 7.1% 1.2% 91.7% 
Test of Sensory Functions in Infants 3.9% 2.4% 93.8% 
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 Test of Visual Motor Skills 10.1% 17.5% 72.4% 
Test of Visual-Perceptual Skills 17.8% 28.5% 53.7% 
The Slosson Visual-Motor Performance Test 0.6% 3.0% 96.4% 
Vineland Adaptive Behavior Scales 21.1% 4.2% 74.8% 
Weekly Calendar Planning Activity 5.6% 0.6% 93.8% 
Wide Range Assessment of Visual Motor Ability 8.9% 12.2% 78.9% 
 
Note. Assessment tools in bold connote an occupation-based tool. 
A summary of the tools that participants most commonly identified as occupation-based are 
included in Table 15. Notably, the top two assessments participants indicated as occupation-
based were the Sensory Profile (77.4%) and the Peabody Developmental Motor Scales (69.1%). 
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 Table 15 
Assessment Tools Most Commonly Classified as Occupation-Based (N = 337) 
Assessment Tool Percentage  
Sensory Profile 77.4% 
Peabody Developmental Motor Scales 69.1% 
Canadian Occupational Performance Measure 59.9% 
Sensory Processing Measure 57.9% 
Bruininks-Oseretsky Test of Motor Proficiency 54.6% 
Miller Function and Participation Scales 54.0% 
School Function Assessment 46.0% 
Hawaii Early Learning Profile 43.0% 
Print Tool 42.1% 
Pediatric Evaluation of Disability Inventory 41.8% 
Evaluation Tool of Children’s Handwriting 41.2% 
 
Note. Assessment tools in bold connote an occupation-based tool. 
In total, there were 30 out of 75 presented assessments that more than 90% of participants 
identified as having no exposure to for the purposes of classification. The percentage of 
participants for the 30 assessments was over 90% of the examined sample. Additional 
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 Table 16 
Assessment Tools Most Commonly Identified as Lack of Exposure for Classification (N = 337) 
Assessment Tool Percentage 
Piers-Harris Children’s Self-Concept Scale 97.9% 
Infant Toddler Developmental Assessment 97.6% 
Milani-Comparetti Motor Development Screening Test 97.6% 
Preschool Visual Motor Integration Assessment 97.3% 
Both Hands Assessment 97.0% 
Test of Everyday Attention for Children 96.7% 
Melbourne Assessment 2 96.4% 
The Slosson Visual-Motor Performance Test 96.4% 
Hand Assessment of Infants 95.8% 
McDowell Vision Screening Kit 95.8% 
Neonatal Behavioral Assessment Scale 95.5% 
Social Skills Improvement System 95.5% 
Mini Assisting Hand Assessment 95.3% 
School Setting Interview 95.0% 
Shriners Hospital Upper Extremity Evaluation 94.7% 
Full Range Test of Visual Motor Integration 94.4% 
Full Range Test of Visual Motor Integration 94.4% 
Infant Neurological International Battery 94.4% 
Functional Emotional Assessment Scale 93.8% 
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 Weekly Calendar Planning Activity 93.8% 
Test of Sensory Functions in Infants 93.8% 
Dynamic Occupational Therapy Cognitive Assessment for Children 93.2% 
Mullen Scales of Early Learning 93.2% 
Pediatric Balance Scale 93.2% 
Test of Gross Motor Development 93.2% 
Assisting Hand Assessment 92.9% 
Quality of Upper Extremity Skills Test 92.6% 
Pediatric Volitional Questionnaire 92.3% 
Test of Playfulness 91.7% 
Early Learning Accomplishment Profile 90.2% 
Quick Neurological Screening Test 90.2% 
Short Child Occupational Profile 90.2% 
 
Note: Analysis of the most commonly selected assessment tool by country was completed with 
results indicated in Table 17. The most commonly selected assessment tools are organized 
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 Table 17 
Comparison of Top Assessment Tools by Country (N = 337) 
Country Assessment Tools n (%) Assessment Tools N (%) 
Australia Sensory Profile 8 (100%) Beery VMI 7 (88%) 











































PDMS 2 (100%) 












AMPS 2 (100%) 
South Africa Beery VMI 6 (100%)  DTVP 6 (100%) 
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 Sensory Profile 6 (100%) TVPS 6 (100%) 
United Kingdom Beery VMI 3 (100%)  Sensory Profile 3 (100%) 
United States PDMS 254 (86%) Sensory Profile 253 (86%) 
 
Note. Assessment tools in bold connote an occupation-based assessment tool. Assessment tool 
acronyms are as follows: ABAS stands for Adaptative Behavior Assessment System, AMPS 
stands for Assessment of Motor and Process Skills, ADOS stands for Autism Diagnostic 
Observation Schedule, COPM stands for Canadian Occupational Performance Measure, Denver 
stands for Denver Developmental Screening Tool, DTVP stands for Developmental Test of 
Visual Perception, DOTCA-Ch stands for Dynamic Occupational Therapy Cognitive Assessment 
for Children, Wee-FIM stands for Functional Independence Measure, GMFM stands for Gross 
Motor Function Measure, PDMS stands for Peabody Developmental Motor Scales, SPM stands 
for Sensory Processing Measure, TVPS stands for Test of Visual Perceptual Skills, and Vineland 
stands for Vineland Adaptive Behavior Scales.  
Assessment tools were further analyzed across years of practice with participants with 1–
3 years of experience and 7–10 years of experience most commonly selecting the Sensory 
Profile. Participants with 4–6 years of experience, 7–10 years of experience, and greater than 10 






   
    
76 
 Table 18 
Comparison of Primary Assessment Tool and Years of Practice (N = 337) 
Years of Practice Primary Assessment Tool n (%) 
1–3 years Sensory Profile 71 (91%) 
4–6 years Beery VMI 52 (83%) 




Greater than 10 years Beery VMI 129 (86%) 
 
Note. Assessment tools in bold connote an occupation-based tool. 
The most commonly selected assessment tools within each practice setting were analyzed, 
organized alphabetically, and provided in Table 19. Participants who practice in academia 
reported a tie of eight assessment tools, participants who practice in the community reported a tie 
of two assessment tools, and participants who practice in long-term care/nursing home reported a 
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 Table 19 
Comparison of Primary Assessment Tools and Practice Setting (N = 337) 
Practice Setting Assessment Tool n (%) 




















Early Intervention Sensory Profile 31 (89%) 
Free-Standing Outpatient PDMS 91 (90%) 
Home Health PDMS 11 (100%) 
Hospital PDMS 19 (100%) 
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 Mental Health Sensory Profile 3 (100%) 
School Beery VMI 124 (89%) 
Other Beery VMI 12 (92%) 
 
Note. Assessment tools in bold connote an occupation-based tool.  
Assessment tool acronyms are as follows: Bayley stands for Bayley Scales for Infant and 
Toddler Development, BOT stands for Bruininks-Oseretsky Test of Motor Proficiency, DTVP 
stands for Developmental Test of Visual Perception, M-FUN stands for Miller Function and 
Participation Scales, PDMS stands for Peabody Developmental Motor Scales, PEDI stands for 
Pediatric Evaluation of Disability Inventory, and SPM stands for Sensory Processing Measure.  
The number of participants who correctly labeled occupation-based assessment tools as 
occupation-based is included in Table 20. There was 1 participant who correctly labeled all 20 
assessments as occupation-based and 10 participants who identified 0 occupation-based 
assessments correctly. The mean number of assessment tools correctly labeled as occupation-
based was 5.93 assessment tools. 
Table 20 
Occupation-Based Tools Correctly Labeled as Occupation-Based (N = 337) 
Number of Tools n Percent 
0 10 2.9% 
1 27 7.8% 
2 34 9.8% 
3 31 8.9% 
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 4 40 11.5% 
5 47 13.5% 
6 28 8.1% 
7 25 7.2% 
8 16 4.6% 
9 18 5.2% 
10 13 3.7% 
11 10 2.9% 
12 11 3.2% 
13 7 2.0% 
14 3 0.9% 
15 5 1.4% 
16 6 1.7% 
17 2 0.6% 
18 3 0.9% 
20 1 0.3% 
 
The number of participants who indicated non-occupation-based tools were occupation-based is 
depicted in Table 21. Participants commonly misidentified non-occupation-based assessment 
tools as occupation-based with the greatest number of incorrectly identified assessments at 27. 
There were eight participants who accurately identified all non-occupation-based assessment 
tools as non-occupation-based. The mean number of assessment tools misidentified as 
occupation-based was 6.53 assessment tools. 
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 Table 21 
Non-Occupation-Based Tools Incorrectly Labeled as Occupation-Based Tools (N = 337) 
Number of Tools n Percent 
0 8 2.3% 
1 16 4.6% 
2 22 6.3% 
3 37 10.7% 
4 52 15.0% 
5 42 12.1% 
6 29 8.4% 
7 24 6.9% 
8 17 4.9% 
9 21 6.1% 
10 15 4.3% 
11 12 3.5% 
12 9 2.6% 
13 4 1.2% 
14 7 2.0% 
15 5 1.4% 
16 6 1.7% 
18 2 0.6% 
19 3 0.9% 
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 20 1 0.3% 
22 1 0.3% 
23 2 0.6% 
26 1 0.3% 
27 1 0.3% 
 
 An analysis of the relationship between years of practice and the percentage of correctly 
identified occupation-based tools revealed no association (rs = .022). Additionally, there is no 
relationship between the percent of accurately identified occupation-based tools and the number 
of occupation-based tools used (r = –.248). 
Qualitative Findings 
 In total, six pediatric occupational therapists participated in semi-structured interviews 
with the investigator. The participants varied in experience ranging from 3–40 years of practice. 
The practice settings of the participants included school-based practice, outpatient clinics, and 
home health. The included participants indicated frequent utilization of at least 6 occupation-
based assessment tools as indicated on the inventory, with some using as many as 11 occupation-
based assessment tools. Lastly, the participants represented a geographically diverse image of 
practice to include practitioners in the Northeast, Southeast, Midwest, West, and Southwest. 
Pseudonyms were utilized to protect confidentiality. 
The therapists participated in the interviews, sharing their perspective and experiences 
about their professional engagement specific to occupation-centered practice and the utilization 
of occupation-based assessments. As they recounted their views on infusing occupation into the 
therapeutic process, their stories began to sound similar, with parallel encounters, barriers, and 
   
    
82 
 successes. The likenesses of their perspectives are presented as themes which emerged from the 
data. 
Themes 
 After review of the transcripts, three themes were identified: the centrality of occupation, 
selecting the just right tool, and practice implications. A review of each theme including 
subthemes, definitions, codes, and participant quotes will be discussed. 
The Centrality of Occupation 
 The centrality of occupation theme is defined as the incorporation of occupation into the 
center of practice. It elucidates the philosophical foundations of the profession whereby 
practitioners utilize occupation as the means and ends to service delivery, beginning with 
theoretical underpinnings. This theme represents the therapists’ professional and philosophical 
foundations that guide their views and execution of clinical practice through the incorporation of 
occupation-based assessments and occupation-based intervention approaches. The practitioners’ 
core beliefs informed the inherent value for occupation through occupation-based assessments 
and the meaning associated with occupational engagement. Therapists acknowledged factors that 
influenced the inclusion of occupation in practice that they do and do not have control over. The 
centrality of occupation is comprised of the subthemes of therapist background, the value of 
occupation, and out of my control. The therapist background subtheme details the unique 
characteristics each therapist brings to the assessment and service delivery process. Value of 
occupation subtheme explores the meaning of occupation for pediatric occupational therapists 
who identify themselves as occupation-based practitioners, beginning with the selection of 
occupation-based assessments. Lastly, out of my control subtheme describes contextual factors 
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 that participants identified as either promoting or limiting their ability to engage in occupation-
based practice, starting with occupation-based assessments. 
Therapist Background. The participants reflected on their own training and the training 
of other pediatric occupational therapists in relation to assessment selection and service delivery. 
Therapist background initially emerged as the codes assessment training, degrees, limited 
experience, practice settings, theoretical influences, and years of practice. 
 When reflecting on training and preparation to practice as pediatric occupational 
therapists, there were significant differences identified by participants. Erin stated, “When I 
started, there was no such thing as standardized occupational therapy assessments, when I was in 
school, not even a thing. The only one I think was the Ayres Sensory Integration test…assessing 
was very informal.” Brian, a newer graduate, indicated that school prepared him for practice, “In 
class we got to practice a lot on actual kids which was really cool and OT school was really 
powerful and then we practiced on each other…and have trainings at work about certain 
assessments.” Although both participants are currently practicing, the assessment tool education 
and exposure is notably different. 
 Experience and exposure were commonly indicated to affect the selection of assessments 
by practicing pediatric occupational therapists. Lauren stated, “I have school psychologists 
telling me that they [students] need to have a score to qualify for services, which is not true, but 
if you’re a new therapist you think it is true, then you do it.” She continued,  
I don’t know if the new therapists quite get that [assessment selection] because they don’t 
really have an understanding of our history, like from the beginning to the mid-century, 
when we jumped into medicine, we just ruined ourselves. And we have never been able 
to get out back from that I don’t think I think we rallied and we’ve never gotten back… I 
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 think that’s part of the reason why we can’t get school-based therapists to stop using 
impairment-based assessments, because they don’t understand theory and if you don’t 
understand the theory they are working under, then you can’t name and frame what you 
do, or why you do it, and if you don’t know why you’re doing what you’re doing, then of 
course you don’t know if they qualify, you know they need your services or not right. 
The Value of Occupation. Therapists clearly articulated the presence and value for 
occupation in their professional paradigm and acknowledged the influence of occupation on their 
clinical practice specific to assessment selection, clinical practice decisions, and how clinical 
practice was shaped. The value of occupation subtheme grew out of the codes challenges with 
occupation-based tools, client-centered practice, fun in functional, OT process, perception of 
occupation-based practice, steps to increase occupation-centered practice, and what is 
occupation. 
When reflecting on the value of occupation, participants indicated this is unique to 
occupational therapy. Heather stated,  
I’m super passionate about and I am a big occupation nerd to begin with. It’s kind of our 
unique thing that we bring to the table from a rehabilitative perspective. And so, I think 
being as occupation-based or occupation-forward as we can really kind of set us apart 
from other disciplines. 
Heather further echoed the definition of occupation specifically for children, 
I find occupation as what the child needs to do, wants to do, or is expected to do during 
the day. I think in pediatrics, you have to add that expected to because sometimes you 
know the kids have to do things the parents want as well, so yeah what how they can get 
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 through their day in a way that’s thriving and being able to do the best they can with what 
their strengths are. 
 Occupation was indicated as beneficial for professional practice when incorporated into 
the assessment process by selecting occupation-based assessments instead of skill-based 
assessments. Heather commented, 
Those occupation-based tools that are looking from more of a top-down approach, kind 
of takes a little bit more clinical reasoning. So, they [kids] can thrive in those occupations 
that are identified through those more top-down assessments, so I think at times, using a 
more occupation-based assessment process can be a little more work for the practitioner 
itself or themselves, but I do feel like the work is warranted because it provides more of a 
holistic perspective of the child, or the student as an occupational being.  
Brian further detailed the importance of a comprehensive evaluation process through the 
selection of occupation-based assessments. 
I try to always do like a questionnaire and also an observational or clinical standardized 
assessment…and what I think is hard about sensory specifically is the assessments are so 
expensive and the training is so expensive, so a lot of times I think there’s a gap in 
knowledge, of how we can test sensory. And should we be doing it because it’s not 
occupation-based, I think combining is helpful…so that you’re getting the real full 
picture. It takes extra time in the long run and it helps you provide better care and have 
them not doing therapy forever. And also, that’s another thing, it helps them discharge 
like if you’re having that hard discharge conversation, you can say look their average or 
above average, like they’re going to be fine. I think it facilitates that conversation to 
when people have you know they build a relationship. 
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 Kim also reviewed the benefit of occupation-based assessments, emphasizing how occupation 
allows therapists to set expectations for service delivery and builds the therapeutic relationship.  
I think with the families that I work with and with the people that I interact with by 
presenting non-standardized assessments and using occupation-based assessments, it sets 
up for a focus on occupation, rather than on skill building from the beginning because 
I’m not coming out and saying well the visual perceptual skills are this, they scored this 
level on this…based on the ability to perform the skills, this is the developmental age of 
their colleagues like if I’m using the area or no compared to same each peers. This is 
what, if I’m using the COSA, these are the things that are important to your child…this is 
kind of where they fall so, I’m not breaking down those individuals’ skills, so they can 
see from the beginning but that’s where the focus is. 
Furthermore, Erin discussed how occupation-based assessments allow her to provide 
client-centered practice through the incorporation of meaning and value for the client.  
Finding out what their interests are and then trying to incorporate that into what I’m 
doing with them, whatever I’m remediating with them. Occupational therapists like to 
make things fun, you know my theory is that kids learn best when they’re having fun, and 
so I tried to I try to do, I try to make sure that I’m trying to incorporate something fun. 
Heather compounded on the importance of incorporating occupation and client-centered practice 
as the foundation for the evaluation process. 
For me, I like to take it as individual as I can and do it based on whatever the student’s 
valued occupations are and kind of what motivates them as an occupational being rather 
than setting the guidelines of therapy and intervention from strictly a Department of 
Education standard or type of thing. Trying to move it past that and moving against that 
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 and trying to be a little bit more geared to what the client or student wants to get out of 
therapy and what occupations they’re most interested in accomplishing and further 
developing as they go throughout the school programming. 
The integration of occupation-based assessments allows Kim to keep occupation as the focus 
throughout her delivery of pediatric occupational therapy services. She is able to use the 
information gathered in occupation-based assessments to create occupation-based goals that 
promote occupation-based practice.  
So, for me, occupation-based practice really just using occupations with as a means and 
as an end so I try to engage my clients and occupations, both during our sessions for 
interventions. But also try to make sure that our goals are always occupation-based as 
well and in my assessment process, I try to use occupation-based assessments as well. 
Through self-reflection of occupation-based assessments and clinical practice, Lauren 
indicated that the assessments she selects combine with her professional judgement to remain 
occupation-based throughout her delivery of therapeutic services.  
Once we changed it (the treatment) to football because he loved football, we started 
making everything towards football and he engaged perfectly fine. Because we had 
something that he cared about and then he started working but before he wasn’t but if I 
hadn’t done that assessment to really determine that volition, was a problem because he 
was always being acted on, to have that conversation so I was an important conversation 
to have an assessment kind of to back that up…I really don’t think assessments dictate 
practice, my assessments certainly fill in the gaps that my professional judgement 
doesn’t. 
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 Finally, Allie reviewed the why behind occupation-based practice. She emphasized the need to 
set a standard greater than what must be billed for insurance reimbursement. She emphasized 
that the care is dictated by the therapist’s focus and this focus must be occupation, commencing 
during the assessment process. 
Providing that high quality care, I’m not about just meeting the standard, you have to be 
above that standard, because that standard bar is set very low okay and I know when I 
have families coming in here that are paying a $3,000 deductible before they’re getting 
any benefit and it’s important that we’re providing the highest quality care, I have to keep 
up on those things and I told my clinicians listen if you can’t fly by the seat of your pants 
in this setting, remember I’m not ABC hospital. I don’t take every insurance…people are 
paying their hard-earned money and they want a good clinician that can think on their 
feet and can problem solve and can apply what needs to happen…like those occupations 
whatever is happening in their life and bring that whole piece together. So that’s part of 
my mission, I don’t have to put those things in to get paid, right? I get paid the same for 
97530 as anyone else. I get paid the same for the codes as anybody else but that’s not 
what I’m trying to do, I’m trying to change ethe fabric of our community and apply what 
we do best so that it’s at that caliber. 
 Another concept that emerged is the need for change in the future to appropriately 
integrate occupation-based assessments and resultant occupation-based practice. Lauren reflected 
on what occupational therapy is intended to cover, 
We’re not talking about health and wellness and well-being, instead, we talk about 
impairments. If we keep talking in that world, we’re dead, I mean they just are. We have 
to start talking health and wellness and we have to start treating populations and stop 
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 treating pathology once we went to medicine, we just started treating pathology. There’s 
a ton of people out there in the world that need us because they could be better, you 
know, they’re functioning but they could function better so there’s no pathology there. 
They had a stroke, but they could do better than what they’re doing now but because we 
don’t address health and wellness and we don’t address healthy populations. I don’t 
know. 
 The value of occupation subtheme included occupation across all aspects of pediatric 
occupational therapy practice and how practice is shaped by assessment selection. 
Out of My Control. The participants indicated that caregivers, facilities, supervision, 
money, supplies, teachers, and time are all factors that can affect the selection of occupation-
based assessments and resultant services. In some cases, those influences were positive and 
fostered an inclusion of occupation while other cases were negative and served as a barrier to 
infusing occupation. Regardless of the influence, these were all factors that were not under the 
control or purview of the therapists. The participants discussed topics which were coded as 
academia influences, caregiver influences, facility expectations, frustration, limited experience, 
supervision dictates practice, money, supplies, teacher influences, and time limitations. 
Commonly, time, caregivers, and teachers were indicated as barriers to occupation-based 
practice service delivery. One of the school-based therapists, Erin, stated that, “time is the 
biggest limit. . . I only have 20 minutes/week with kids. I [also] know a peer with over 130 
students on caseload.” Additionally, Erin further detailed time limitations related to teacher 
expectations within the classroom, stating that, “teachers don’t want you pulling them out of 
class for testing.”  
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 When attempting to integrate occupation into the classroom, Lauren detailed common 
struggles with teachers. Although occupation is assessed at the beginning of services and 
explained to teachers, there is still a gap in application. 
I try to get the teachers to stop using work boxes, I can’t stand them. It just makes no 
sense to me at all, you know I try very hard, but the teachers still they don’t always see. 
[For example,] the students fold towels but they’ve been clean towels and you just mess 
them up and make them fold them, that’s not occupation-based, but the teachers think it 
is because they got towels involved and they’re folding right? So, I think that is the 
challenge, like you get them away from the work boxes, but they don’t understand that it 
needs to be real and contextual because the teachers aren’t taking them down to the 
laundry room, they’re folding in the classroom…they never move to pants or shorts, it’s 
just a real challenge to get them to get that idea. 
Caregivers also have the opportunity to aid or hinder progress according to the 
participants. The role of the caregiver is influential to children’s growth in occupations as noted 
by Erin, 
This past year, that was even more obvious because we, when we went into school 
closure, I was sending stuff home and emailing parents and you know, there were some I 
heard nothing from [but] I still send them stuff. It depends on the parent, because some 
parents are you know they’re wanting to contact and they’re really good about getting 
that communication…some parents…crickets.  
More specifically, supplies were also identified to dictate and guide the assessment 
selection process and delivery of occupation-based services. Kim reflected, “The limiting factor 
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 is what’s available…when I started, I literally had the DP-3 [Developmental Profile, 3rd ed.] 
available to me.” Contrastingly, Heather stated the benefit of bountiful resources, 
I was in [this] really nice facility, we had a wall of assessments to choose from, and only 
then, did I feel like I got the full picture, but these facilities that are private practice and 
are very small, how do they provide the same level of evaluation that someone in a 
connected hospital does? 
When reflecting on materials, Lauren indicated that the assessments selected simply result from 
the concept of, “you just do what your fieldwork therapist does.” Allie reflected, “I think people 
should do standardized testing I understand it’s expensive and we don’t like to do that.” Lauren 
also stated, “They’re [therapists are] using impairment-based assessments and they don’t have a 
theory then you’re going to do what they [fieldwork educators] do and then, when you get out in 
practice, you’re going to do what they [fieldwork educators] do so yeah…there has to be 
something that switches.” In addition to fieldwork educator training, Lauren also suggested the 
challenge stems from academia and didactic learning, 
It’s just awful, I don’t know how professors stop being OTs when they become a 
professor, because if you treated your clients, the way you treat your students, you would 
not have clients. Like where did that go, that whole idea of being a partner with your 
client go when they become professionals. You know, teaching, I don’t get it. I mean one 
of my professors flat out told me that I couldn’t say the word occupational justice in her 
presence. So, you know, it’s that so, then you just sit back and you just think whoa. You 
guys are teaching them some great stuff but they come out to us and we’re ruining it for 
you and we really are because we’re not practicing anything that you’re teaching. 
Nothing. Not theory, not assessment, and nothing. We’re pulling them into our little room 
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 and we’re doing our little magic fine motor activity with them and pushing them back 
into the class. I think that’s where our assessment problem is, that’s where you are now. 
The problem is that academia and practice need to figure out how to play nice with one 
another. 
The indicated contextual factors including caregivers, facilities, supervision, money, supplies, 
teachers, and time were identified to affect occupation-based assessment selection and the 
resultant implications for clinical practice. 
Selecting the Just Right Tool 
 Selecting the just right tool echoes the importance and value of using occupation-based 
assessment tools within pediatric occupational therapy practice. Participants exposed the 
assessment tool selection process, identified the reasoning behind their commonly selected 
assessment tools, and how they learn about the occupation-based assessment tools they 
commonly administer in clinical practice. All participants referenced the benefits of occupation-
based assessment tools and seek opportunities to build their assessment collections. Selecting the 
just right tool expanded from the codes assessing performance skills, labeling assessments, new 
tool exposure, occupation-based assessment tools, and the right tool. 
 To begin the assessment selection process, participants indicated using skilled clinical 
observations, reviewing referral information, and/or collaborating with other members of the 
team. Lauren specified, “I can observe a classroom and observe a kid and then that’s how I 
usually start as I do an observation and then I get an idea.” Erin referenced the value of 
collaboration with members of the interdisciplinary team stating, “I have talked to the teacher, 
I’ve talked to the case manager, we have team meetings every week and we’ll discuss the 
students so I’ll get a good idea of what I’m looking for with that kiddo and that’s what I base 
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 [for] my assessment.” Brian referenced the need to remember the referral information, “I usually 
like to look at what they’re being referred for and then kind of match that up with what we have 
available.” Lauren focused on her training and the unique skillset of a pediatric occupational 
therapist, “It comes down to my clinical reasoning, as to why I choose what I choose and there’s 
always reasons that I choose what I choose but nobody ever really asked me. I know why I 
choose what I do a lot of my other therapist know that I’m a big assessment person.” No two 
therapists identified selecting assessment tools in the same manner. 
When reviewing the specific assessment tools selected in clinical practice, participant 
answers varied but focused on an awareness of occupation-based assessment tools. Kim stated, 
“I avoid any skill, like I’ve moved away from the Beery VMI, I’ve moved away from any of 
those really like non-occupation-based assessments…and I’ve been purchasing assessments.” 
She further indicated a need to transition away from skill-based assessments, “I recently 
purchased the REAL, or the Roll Evaluation of Activities of Life, and that is what I’m using 
now…it wasn’t really an assessment that I found to be something I liked, but I needed, 
something that was going to give me that quantity that data that insurance companies want.” 
Heather noted that she must incorporate many occupation-based assessment tools to provide the 
best representation of the client’s abilities. 
I feel like I end up using a pretty wide battery of assessments just to kind of get a holistic 
picture of a student. I try to do things like the REAL assessment is one that I’ll do pretty 
frequently and the GOAL by Lucy Jane Miller is just a personal favorite as well…[it is] 
more occupation-based and [has] more occupation language incorporated in the manual 
and things as compared to others. 
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 Conclusively, when labeling assessment tools as occupation-based, participants most commonly 
recalled and referenced the Print Tool, The Jordan Left/Right Reversal Test, The Weekly 
Calendar Planning Activity, the GOAL, the REAL, the COSA, the PEDI, the COPM, and the 
Test of Handwriting Skill Revised. 
 To identify how participants learn about the occupation-based assessment tools they 
commonly select, the majority of participants indicated proactive measures to build their 
assessment toolkits. Allie stated, “I’m always researching.” Erin incorporated research and the 
benefit of professional organization membership. 
I’ll look them up and kind of do some research on them and see what they assess and then 
if it looks like a good one, that is very useful and it’s giving me some good information, 
then I’ll approach my director and say hey, can we get this test please. Usually, AOTA 
has some ideas and honestly the Facebook groups have been really, very helpful with that 
because they’ll occasionally get a question like what assessments are you using and so 
then I’ll look it up. 
Brian learned all about occupation-based assessments during his clinical rotations, stating that, “I 
learned a lot from my level 2 fieldwork educator. I was fortunate enough to have a great 
rotation…things like the REAL or the GOAL or things that I have kind of asked to bring forward 
to the team.” Brian also incorporates research to build upon the foundations set by his fieldwork 
educator. “I had maybe seen like an OT Practice article or something like that and then just 
exploring through Pearson assessments as well, wanting something to have a little bit more of an 
occupation-based.” Kim prefers networking and reviewing available OT resources to gain in her 
occupation-based assessment toolkit, “Honestly, I just stay on top of what’s out there, I pay 
attention to the articles or to OT practice, I go to a conference every year and walk the booths.”  
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 Overall, the participants indicated a need to incorporate occupation-based assessments 
and have done so through proactive measures in selecting the just right tool. 
Practice Implications 
 Practice implications is defined as the relationship between occupation-based 
assessments and pediatric occupational therapy clinical practice. Participants directly explained 
how practice is shaped by the selection of assessment tools and the resultant importance of 
selecting occupation-based assessments tools to integrate occupation into all facets of pediatric 
occupational therapy clinical practice. Practice implications stemmed from the subthemes 
practice confusion, and what progress should be. First, practice confusion explains the common 
misconceptions created within clinical practice when occupation-based assessments are not 
selected. Participants reviewed how practice should be shaped when practice begins with the 
selection of occupation-based assessments. Second, what progress should be refers to how the 
selection of occupation-based assessments influences the goal writing process and measuring of 
progress by pediatric occupational therapists.   
Practice Confusion. Participants described the misalignment between the profession’s 
foundational roots in occupation and current practice that deviates from occupation. The practice 
confusion subtheme includes the codes misconception of assessment tools, misconceptions of 
OT, and misalignment between assessment and practice. 
Lauren began by reviewing the philosophical roots of the profession, explaining how the 
selection of skill-based assessments are hindering the understanding of occupation and the 
application of occupation-based practice.  
Our teams do not assess what they treat and we don’t know what they do and that’s a 
problem in our profession. Assessments and theory and all of that becomes a problem in 
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 our profession, like we’re not important, because it doesn’t make sense that I look at your 
fine motor and then you go in and make a sandwich…But we hitched our wagon to 
medicine, we did a really huge disservice to ourselves, you know, we were holistic and 
Meyer and everybody…[but] we just jumped right the hell on to medicine and 
reimbursement and the minute we did that… I mean if Meyer was talking holistic and he 
was talking purposeful activity, he was talking temporal adaptation and he was talking, 
you know healthy populations back then. And here we are, we still haven’t done it. I 
think for me, and most of my cohort members, [this] is the most disheartening thing to 
read, the history, and read all of that literature and then to realize that we’re still fighting 
the same fight and I don’t know where it comes from but it’s disheartening, it really is. 
Participants additionally emphasized how members of the interdisciplinary team cannot 
accurately define pediatric occupational therapy due to the commonly selected assessments. 
They emphasized how the selection of skill-based assessments negatively affects occupation-
based service delivery. Lauren stated,  
They just forget about us; they just think we’re handwriting or fine motor because we’ve 
done that to ourselves. We’re famous for saying they have a fine motor problem doing 
your fine motor test and then walking into the classroom or clinic and then having them 
cook. Nobody has any idea why we’re doing that because we didn’t assess that. We have 
to start with occupation. 
Erin echoed her common challenges within clinical practice stemming from the lack of 
understanding of occupation, affirming, “unfortunately, you know, we became known as the 
handwriting teachers and it’s like no, I’m not a handwriting teacher…that’s not really what I do 
unless a student has a true deficit…I’m an occupational therapist.” Lauren elaborated on how 
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 skill-based assessments do not fulfill her needs and her role as an occupational therapist. She 
detailed the limitations with skill-based assessments and focuses on the integration of 
occupation-based assessments where occupation is addressed.  
I’m never going to fix the fine motor problem…you’ve got all these damn scores but 
you’re not going to improve those, that’s the whole point of the standardized 
assessments, you know it’s like an IQ plus or minus 10 points…I feel like when we tie 
ourselves to impairment-based treatment with impairment-based assessments we’re just 
looking to be failures because I’m not going to make that better. Not in isolation of 
occupation. I’m not going to make it better so then I’m going to feel like an idiot like if I 
keep trying to get them to learn a pencil grasp, so that they can. You know, open up a 
baggie to get their snack out. Like they’re never going to learn how to open the bag to get 
the snack and I’m going to feel like a failure because I couldn’t get the pencil grasp right. 
So, it’s [occupation-based assessments] huge to me. 
An attempt to describe why pediatric occupational therapists select skill-based assessments was 
also described. The participants agreed that occupation-based assessments provide the necessary 
information to provide occupation-based practice but noted that skill-based assessments continue 
to infiltrate current practice. Kim surmised, “I think those are two ends of the spectrum, you have 
the ‘you can’t use the standardized stuff because it’s too challenging for them to fit into that little 
box we still want that information’ versus ‘you’re not really sure the reliability of the reporter all 
the time,’ then you’re relying on someone else to tell you.” She described occupation-based 
assessments to incorporate the caregiver as the reporter but it is worth it to provide the essential 
information for occupation-based practice.  
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 The participants alluded to the benefit and unique scope of pediatric occupational therapy 
that can be intervened when appropriately assessed through the selection of occupation-based 
assessments. Allie reflected on her occupation-based assessment selection. She reviewed that 
occupation-based assessments allow her to focus on function throughout practice and without the 
appropriate selection assessment, this can negatively affect her service delivery. She stated, “I 
think especially with the Autism population is it sometimes the tests are not a good assessment of 
skills, that’s why I have gone to purchasing things like the M-FUN and the GOAL, because it’s 
got that function.” 
Conclusively, participants identified that the selection of occupation-based assessments 
allows them to provide occupation-based practice. They indicated the current misalignment in 
practice where therapists are commonly selecting skill-based assessments instead of aligning 
with historical roots and occupation. 
What Progress Should Be. Participants reflected on the link between occupation-based 
assessment selection, goal writing, and documented progress. What Progress Should Be evolved 
from the codes assessment influence on goals, documenting progress, external influences on 
progress, goal components, and how many goals do I need.  
 To begin the goal writing process, participants identified the need to review completed 
assessments and collaborate with the recipients of services to guide treatment through an 
occupation lens. Allie referred to her utilization of occupation-based assessments but indicated 
the priority of her goals to be reflective of what is most important to the client and his or her 
family. 
When I’m writing a goal, I will, I’m always going to ask family and the client what areas 
do you want to address, I can take testing and I can say, well, I really believe there’s a 
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 problem with some ADL, right, and they may come and say to me, you know what, that 
ADL isn’t important…it doesn’t matter if it’s important to me, it matters if it’s important 
to them. 
Similarly, Kim confirmed the need to write goals through a client-centered approach after review 
of the completed occupation-based assessments. “A lot of times my goals are coming more from 
what the parent in the case of my younger clients has told me or something that the client has 
told me.” Allie additionally elaborated on the need to write goals that are measurable and do not 
only align with information provided on an assessment. She discussed her selection of 
occupation-based assessments and reviewed goals that she has seen that reflect skill-based 
assessments and neglect to focus on the occupational needs of the client. Allie commented, “My 
philosophy is that you never write a goal to an assessment ever ever ever and if I audit and find 
it, you’re going to have to change it…our goals here are measurable and function based. We 
don’t say you can now stand on one foot.”  
Heather positively commented on her unique perspective on goal writing. She does not 
focus on specific skills or common impairment-focused goals but rather uses the information 
from her occupation-based tools to create goals that are holistic. Heather stated, “I write 
completely different than other practitioners in my setting. I’m not someone that writes a lot of 
baseline alignment or letter sizing goals.” Lauren also indicated the need to write goals that are 
occupation-based. She detailed that although the assessment and score on the assessment is 
important, it is about the client’s needs and keeping the focus on occupation. “We are under the 
impression that we have to have a number and assessment and…they have to be all independent, 
like instead of us just saying you know he wants to be able to get up and make a damn sandwich, 
so that’s your goal.” 
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 When identifying the specifics with goal fabrication, each participant identified different 
approaches. Erin stated the need to simplify the process, 
I try not to have more than one goal…the more goals you have, the more you have to 
progress monitor and our time is so limited, you know, I don’t have that much time with 
kids and so, if I had a whole bunch of goals, I spend my whole-time progress monitoring, 
I would never be able to work with them. 
Contrastingly, Brian reflected on the differences of goal writing over his years of practice. He 
detailed the need to meet goals for the clients and when there are too many goals, this is simply 
not possible.  
I really try to hit on all of the goals, and I am someone that I only do 3 or 4 goals at a 
time, because I think it’s really hard to do. Like when I first got my kids, they had like 10 
goals and I was like there is no way I can, why are we going to write everything because 
then you’re never going to meet any of those. 
Erin further commented on goals she has seen created by other pediatric occupational therapists. 
She identified that other therapists select skill-based assessments, neglecting occupation, and 
reuse the same goals over multiple years. She emphasized the need to make goals that change 
and ultimately reflect the information she gathered on occupation-based assessments. 
I do not write the same goals; I change my goals every year…I know there are people 
that keep the same goals. I don’t get that. I guess, if I had lower functioning kids maybe I 
could see where maybe that you’re keeping the same goals, but you know if I have to 
have the same goal, every year, then my goals aren’t right. 
When reflecting on the external factors that affect service delivery, the participants 
indicated that the selection of occupation-based assessments influences the tools or supplies used 
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 for treatment sessions and treatment methodology. Lauren’s occupation-based assessment 
selection allows her to remain dynamic and flexible with her service delivery,  
I don’t have a you know treatment plan idea because I don’t have to so usually, I’m 
pushing into the classroom and then whatever it is they’re working on, or whatever 
they’re doing, then I jump into that because I feel like I can make just about anything 
they do where I needed to go or what I feel like they need to do. 
 Kim further reported that her treatment sessions are influenced by the caregivers’ 
requests initially indicated during administration of occupation-based assessments. For example, 
Kim worked on bike riding. “I have a client who is working on learning how to ride a bike…so 
we go outside. We sit on the bike; we ride the bike…I’m using it to work on sequencing…so 
using something meaningful for him throughout different aspects of the session.” Her selection 
of materials such as the bicycle promote occupation-centered practice and were initially 
indicated as a concern by caregivers during occupation-based assessment administration. 
Similarly, Heather also reported a preference for integrating items that are realistic for the 
client’s occupational needs, first identified during the administration of occupation-based 
assessments, 
“real occupational items…I end up buying things that I would buy for around a typical 
home, rather than buying things for a classroom setting a lot of times, but it is nice that 
we’ve been able to kind of create a lot of job task or pre-vocational task bins that are 
actual materials.”  
 When examining progress monitoring and discharge planning, the participants indicated 
varying approaches. Lauren reviewed a collaborative approach whereby she maintains her 
occupation-focus through the adaptive goals of the teacher. “I don’t have my own goals…I jump 
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 on the adaptive section and the adaptive goals of the teacher. So, I don’t have my own goals and 
then we help write those so you know, I think I’m always occupation-focused.” Lauren’s 
adaptability allows occupation to remain as the focal point during service delivery through 
positive collaboration with members of the interdisciplinary team. 
Additionally, Heather reviewed the goals she works on during her occupation-based 
service delivery. In her school-based practice setting, she provides consultative services but is 
able to reflect on information gathered from occupation-based assessments to reflect the goals 
identified by members of the interdisciplinary team. “If a student receives consultative OT 
services, they won’t have a goal necessarily, but it’ll just list us under support for school 
personnel and then we’ll be able to address kind of the goals that are on the IEP as well.” Erin 
also practices primarily in the school-based setting and stated an infrequent evaluation process 
and re-evaluation process. Instead, she must use the information initially gathered by her 
occupation-based assessments to monitor progress and provide treatment that reflects the skill 
changes in her clients. Erin reflected, “we only evaluate kids every 3 years…the evaluation 
process is every 3 years…except on those evaluation years, my evaluation is progress monitoring 
that I’m doing.” In outpatient pediatrics, Allie commented on a different approach where she 
administers evaluations frequently and updates goals to reflect the clients’ needs. Allie begins 
her practice through the selection of occupation-based assessments and uses that information to 
dictate her services during the initial evaluation and again during the re-evaluation process. Allie 
mentioned, “we test initially and do progress every 6 months, we re-evaluate once/year.” During 
her re-evaluation process, she is able to gather information related to occupational deficits 
through her occupation-based assessment selection. She then uses that information to document 
progress and utilize occupational items to promote that progress. 
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 Conclusively, the participants echoed the influence of occupation-based assessments to 
create occupation-based goals with the awareness of external influences to promote occupation-
based practice. 
Integration of Quantitative and Qualitative Strands 
 Collectively, the quantitative and qualitative data provide varying insight into the 
assessment tools selected by pediatric occupational therapists and the resultant implications for 
clinical practice. The quantitative data indicated inconsistent awareness of occupation-based 
assessments and primary selection of skill-based assessments across setting, years of experience, 
and location of practice. The qualitative data further elaborated on the findings through 
interviews completed with occupation-based pediatric occupational therapists as indicated by 
selection of at least six occupation-based assessment tools. The participants validated the 
quantitative findings by suggesting most therapists commonly select skill-based assessments 
instead of occupation-based assessment selection. The participants commonly indicated that they 
practiced differently than peers and occupation is such an integral part of their service delivery, 
that they must use occupation-based assessment to deliver true occupation-based practice. The 
participants also indicated the utilization of proactive techniques to increase their occupation-
based assessment toolkits such as collaborating with members of the team, attending 
conferences, and being active on social media groups. The quantitative and qualitative data align 
to suggest an overall lack of occupation-based assessments, contributing to a lack of occupation-
based practice for pediatric occupational therapists. 
Summary 
 This chapter provided the results of the quantitative data and qualitative data. The 
quantitative data indicated that the primary assessment tool utilized by the examined sample was 
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 the Sensory Profile. The majority of participants have practiced for greater than 10 years with a 
master’s degree as the entry-level and highest degree. The majority of participants indicated 
utilization of one occupation-based assessment tool with most common utilization of the PEDI, 
Print Tool, and Miller. The assessment most accurately identified as occupation-based was the 
COPM with 59.9% accuracy. Finally, 90% of participants reported no exposure to 30 out of 75 
presented assessments. The qualitative data involved identification of three themes: The 
centrality of occupation, selecting the just right tool, and practice implications. Each theme 
emphasized the importance of occupation-based assessment tools and how the selection of these 
tools promotes client-centered and occupation-based practice. 
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 Chapter 5: Discussion 
 The results of this mixed methods research study identified the assessment tools most 
commonly selected by pediatric occupational therapists and how occupation-based assessments 
shape the clinical practice of pediatric occupational therapists. A discussion of the findings, 
relationship to theoretical perspectives and the literature, implications for practice and education, 
and study limitations will follow. 
Interpretation of Findings 
 The results of the quantitative inventory included information related to the demographic 
properties of the examined sample and identification of commonly selected pediatric 
occupational therapy assessment tools. Notably, pediatric occupational therapists most 
commonly identified utilization of the Sensory Profile (Dunn, 1999), Beery Visual Motor 
Integration (Beery VMI; Beery & Beery, 2006), Peabody Developmental Motor Scales (Folio & 
Fewell, 2000), and the Bruininks-Oseretsky Test of Motor Proficiency (Bruininks & Bruininks, 
2005). All four of these assessments are considered to be skill-based where the child is assessed 
on specific skills instead of the performance of occupations. The primary assessment tool 
selected was skill-based regardless of years of practice or practice setting of the participants, 
indicating a lack of utilization of occupation-based assessment tools in clinical practice. Years of 
experience may not be a factor contributing to the selection of occupation-based assessments as 
new graduates are trained on assessment administration and selection by their fieldwork 
educators. Experienced therapists are habituated to performing skill-based assessments due to 
perceived reimbursement expectations and/or knowledge of skill-based assessments. Therefore, 
newer graduates may not administer occupation-based assessments due to the experience and/or 
expectations of their fieldwork educators, and may also take on the skill-based culture of the 
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 clinic where the fieldwork experience occurred. The common selection of skill-based 
assessments further compounds the misrepresentation of the scope of pediatric occupational 
therapy practice as the assessment process focuses on performance skills that are not unique to 
the profession of occupational therapy.  
When examining the specific occupation-based assessment tools, participants indicated 
infrequent utilization of occupation-based tools and a limited recognition of which tools are 
occupation-based. It is possible that participants may use few occupation-based assessment tools 
but frequently implement the same occupation-based assessment tool. In total, 15.7% of 
participants reported no utilization of occupation-based assessment tools. Most commonly, 
23.1% participants indicated utilization of one occupation-based assessment tool. Figure 2 
provides a visual representation of occupation-based assessment tool selection by participants. 
Figure 2 
Number of Occupation-Based Assessments Selected by Participants 
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 Of the 20 identified occupation-based assessment tools, the greatest number of participants 
indicated administration of the Miller Function and Participation Scales (Miller, 2006) at 30.6%, 
the Print Tool (Olsen & Knapton, 2016) at 30.6%, the Pediatric Evaluation of Disability 
Inventory (Haley et al., 1992) at 30.3%, and the School Function Assessment (Coster et al., 
1998) at 30%. All other occupation-based assessment tools were identified as utilized by fewer 
than 30% of participants, indicating a significant lack of occupation-based assessment tools 
administered within clinical practice. Surprisingly, the top five assessments that participants 
most commonly identified as occupation-based were the Sensory Profile (Dunn, 1999), Peabody 
Developmental Motor Scales (Folio & Fewell, 2000), Canadian Occupational Performance 
Measure (Law et al., 2005), Sensory Processing Measure (Parham et al., 2007), and the 
Bruininks-Oseretsky Test of Motor Proficiency (Bruininks & Bruininks, 2005). Of these five 
assessment tools, only the Canadian Occupational Performance Measure (Law et al., 2005) is 
occupation-based with merely 59.9% of participants correctly identifying this measure as 
occupation-based. A surprising number of pediatric occupational therapists incorrectly classified 
available assessment tools as occupation-based instead of skill-based. When therapists 
incorporate skill-based assessments without inclusion of occupation-based assessments, skills 
may be misinterpreted as occupations, contributing to confusing regarding the scope of 
occupation within pediatric occupational therapy practice for recipients of services and members 
of the interdisciplinary team. Although participants correctly identified occupation-based 
assessment tools as occupation-based, it should be noted that the majority of participants labeled 
many assessment tools as occupation-based, negating the perceived accuracy indicated on the 
correct labeling of only occupation-based assessment tools. The specific components and/or 
classification of an assessment as skill-based or occupation-based is nonexistent, resulting in 
   
    
108 
 potential confusion for pediatric occupational therapists when attempting to classify tools 
appropriately. A profession-wide classification system of assessment tools may be beneficial to 
guide therapists during the assessment tool selection process to ensure incorporation of 
occupation-based assessment tools.  
The qualitative findings further explored occupation-based assessments within pediatric 
occupational therapy practice by inquiring how the use of occupation-based assessment tools 
influenced clinical practice. The three identified themes included: The centrality of occupation, 
selecting the just right tool, and practice implications. The interviewed participants identified the 
value of occupation through incorporation of occupation-based assessment tools. The tool 
selection directly related to the application of client-centered practice and occupation-based 
treatment methods, demonstrating the unique scope of occupational therapy to be the 
incorporation of occupations. Therapists indicated the occupation-based assessment tools they 
select in clinical practice are reflective of clinical rotations, didactics, and what is available in 
their practice location. To incorporate occupation-based assessments, the therapists identified 
proactive measures including review of online assessment resources, consultation with fellow 
occupational therapists at conferences and through social media platforms, and even simply 
researching in their free time. Therapists also indicated limitations to the successful synthesis of 
occupation into all aspects of service delivery through barriers such as teachers, facility 
expectations, caseload, and time. Also, the therapists expressed a need and desire to utilize 
occupation-based assessments to provide occupation-based services but report a lack of 
consistency of selection of occupation-based assessment tools amongst colleagues and promotion 
of occupation-based assessments within clinical practice. They stated that occupation-based 
assessment tools allow for mastery of occupations instead of meeting an arbitrary milestone 
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 determined by a skill-based assessment tool. Conclusively, the interviewed pediatric 
occupational therapists supported the value of occupation-based assessment tools and the 
necessity for all pediatric occupational therapists to integrate occupation-based assessment tools 
to promote consistency and client-centered practice for recipients of pediatric occupational 
therapy services.  
The thematic analysis can be visualized through the concept of a bridge visualized in 
Figure 3. Figure 3 depicts one side of the bridge as the theme the centrality of occupation and the 
other side of the bridge as the theme practice implications. Each side of the bridge is comprised 
of the included subthemes with the three subthemes of therapist background, the value of 
occupation, and out of my control included on the centrality of occupation side and the two 
subthemes of practice confusion and what progress should be included on the practice 
implications side. To connect occupation to clinical practice, the final theme of selecting the just 
right tool is the keystone that allows the philosophical foundations of occupation to be applied to 
practice. Without the utilization of occupation-based assessment tools, the bridge will collapse as 
the unique scope of the profession of occupational therapy – occupation is lost and skilled 
intervention becomes mastery of developmental milestones instead of occupational performance 
and participation. To promote occupation-based practice, pediatric occupational therapists must 
first be mindful of the assessments they select and how the assessment shapes resultant clinical 
practice. It is the responsibility of pediatric occupational therapists to be the bridge and promote 
occupation within clinical practice by selecting occupation-based assessments. 
Figure 3 
Concept Image of Qualitative Themes 
   




Notably, the findings may be influenced by lags in translational research as there is a 
notable time lapse between evidence dissemination and integration within clinical practice 
(Morris et al., 2011). The interviewed therapists indicated selection of occupation-based 
assessments through proactive measures and/or clinical exposure to the assessments. The 
therapists who do not report frequent selection or even knowledge of available occupation-based 
assessments may be unaware of the assessments due to the time needed for evidence to become 
common knowledge.  
In summary, best practices with regard to occupation-based assessments should include: 
• Pediatric occupational therapists are responsible for the incorporation of occupation-
based assessment tools within clinical practice. 
• Occupation-based assessments promote the creation of occupation-based goals and 
occupation-based practice. 
• The understanding of the scope of pediatric occupational therapy practice will improve 
with a focus on occupation. 
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 Relationship of Findings to Guiding Theoretical Perspectives 
 The PEO model (Law et al., 1996) and developmental frame of reference (Creek, 2014) 
directly link to the findings of the mixed methods study. First, the PEO model (Law et al., 1996) 
is applied to this study through an analysis between both the person, the environment, and the 
occupation as well as the therapist, the clinical practice setting, and the professional practice of 
the pediatric occupational therapist. The therapists described themselves as occupation-based 
practitioners due to their intrinsic motivation to uphold occupation as the central tenant of service 
delivery through assessment selection and intervention delivery. The therapists described 
occupational performance through their philosophical views and therapeutic approaches; 
professional values; educational and practice experience; and the physical, cultural, and social 
environments in which they practice. 
Frequently, the therapists identified their theoretical approaches related to assessment 
selection and the corresponding philosophical views of founders of the profession when 
performing interventions. One therapist even specifically commented on the discrepancies that 
occur when practicing therapists are unable to identify the theoretical model that guides their 
delivery of therapeutic services or the “why” behind the “what” of occupational therapy is a 
crucial step that must be considered. Additionally, the therapists alluded to providing services 
that exceed the minimum practice standard to best allow each client to improve occupational 
performance. Although the educational and practice experience are different for each therapist, 
the common thread linking all therapists was the concept of client-centered practice to allow the 
client’s occupational goals to remain at the focal point for delivery of therapeutic services.  
Additionally, the therapists reviewed and reflected on the contextual factors that 
contribute to delivery of services, stating that facilities often dictate the assessment process due 
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 to the available tools, time expectations, and even unspoken guidelines presented by members of 
the interdisciplinary team. The interviewed therapists indicated that they perform assessments 
differently than many peers as they always take the time to assess occupation as this is what is 
unique to the profession even though this is not the standard for service delivery. Conclusively, 
the therapists identified the need to advocate for occupation and the integration of occupation-
based assessments through proactive measures and collaboration with the team to create an 
occupation-based practice standard.  
 The developmental frame of reference (Creek, 2014) applies to the results of this mixed 
methods study as the most commonly selected assessment tools reflect a developmental 
approach. Recipients of services are most commonly being assessed by milestone achievement 
with report of results compared to the normative population through skill-based assessments. 
Although developmental milestones can measure progress, occupational therapists are uniquely 
trained in occupation and are intended to assess and treat occupational performance limitations. 
When pediatric occupational therapists allow their practice to be guided by development instead 
of through occupation, occupational therapy services are not provided through a theoretically 
grounded model that is uniquely occupational. For example, the McMaster Lens (Jung et al., 
2014) is a conceptual framework that is depicted as a telescope where the first lens of the 
telescope is the first area occupational therapists are to address when providing services. 
Appropriately, the first lens is occupation, reinforcing occupation as the focal point for service 
delivery (Jung et al., 2014). When the developmental frame of reference is selected as the 
primary lens for practice by pediatric occupational therapists, development is substituted for 
occupation, neglecting the unique scope of the profession of occupational therapy. Increased 
utilization of occupation-based theoretical models and/or an increased awareness of selected 
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 theoretical approaches throughout service delivery may be advantageous for practicing 
occupational therapists to focus on occupation instead of development and promote 
understanding of the profession’s unique scope of practice. 
Relationship of Findings to Literature 
The results from this mixed methods study aid in filling gaps presented in the literature 
and contradict certain findings detailing practice trends and progression. Assessment tools are 
vital to the evaluation process (Hinojosa & Kramer, 2014; Mulligan, 2014; Schell et al., 2015) 
and are intended to reflect an occupation-based approach (AOTA, 2015b; Case-Smith & O’Brien 
2015; Laverdure et al., 2019). The available literature did not conclusively define a common 
assessment tool utilized by pediatric occupational therapists. This study concluded that the 
Sensory Profile (Dunn, 1999) and the Beery VMI (Beery & Beery, 2006) are the two most 
commonly selected assessments by pediatric occupational therapists. Notably, both assessment 
tools are skill-based. The reviewed literature supports the profession’s shift towards occupation 
or the top-down evaluation process (Case-Smith & O’Brien, 2015; Whitney & Hilton, 2013) and 
a shift away from the developmental assessment roots of the profession or a bottom-up approach; 
however, the results of this mixed methods study suggest that pediatric occupational therapy 
practitioners have not yet made this change in the clinic with a continued predominance of skill-
based assessments indicated. 
When reviewing the literature, assessments were identified that measure activity and 
participation in children (Chien et al., 2014; Phillips et al., 2013) with the School Function 
Assessment (SFA; Coster et al., 1998) detailed as assessing all areas of a child’s performance. 
Although the literature includes the SFA as an ideal assessment tool to measure a child’s 
performance, the results from this study show that therapists are most commonly selecting skill-
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 based assessments and not commonly incorporating assessments such as the SFA. Also, Calder 
et al. (2018) examined children’s participation with a specific focus on Goal Attainment Scaling 
(Ottenbacher & Cusick, 1989) and the Pediatric Evaluation of Disability Inventory (PEDI; Haley 
et al., 1992). The PEDI was identified to measure functional abilities across domains included on 
the ICF-CY and was recognized as a commonly selected occupation-based assessment tool by 
participants within this study. Other assessment tools that interviewed participants commonly 
identified as occupation-based include the Roll Evaluation of Activities of Life (REAL; Roll & 
Roll, 2013) and the Goal-Oriented Assessment of Lifeskills (GOAL; Miller et al., 2013). 
Interviewed participants reflected on the psychometric properties of assessments (Streiner et al., 
2015) and indicated greater clinical utility when selecting assessments based on occupation 
constructs instead of strong psychometric properties despite perceived practice expectations. 
 Pediatric occupational therapists are also responsible for selecting and performing 
interventions that are occupation-based (Fisher, 2009; Schell et al., 2014; Wilcock & Hocking, 
2015). As supported by the literature, children demonstrated improved mental health and 
occupational balance when provided with occupation-based and occupational-enrichment 
opportunities (Bazyk & Bazyk, 2009; Bowden et al., 2018; Tokohahi et al., 2012). Markedly, 
therapists are not always providing occupation-based services citing barriers such as the medical 
model within service delivery, time, and environmental limitations (Che-Daud et al., 2016; 
Colaianni et al., 2015). The identified barriers were confirmed by this study with the additional 
incorporation of barriers such as decreased understanding of occupation by members of the 
interdisciplinary team and inconsistent clinical education provided by fieldwork supervisors that 
result in inconsistencies within clinical practice. Fieldwork educators should have the 
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 responsibility to provide occupation-based interventions as pediatric occupational therapists can 
only advance a child’s development through occupational performance (Kreider et al., 2014). 
The literature review suggested the benefits of client-centered, occupation-based practice 
further echoed by the participants interviewed for the qualitative portion of the study. The 
participants noted significant benefits for clinical practice from caregiver understanding/support, 
goal attainment, and volition within treatment sessions when integrating occupation into all 
aspects of service delivery. The participants additionally emphasized the importance of didactic 
learning and clinical experiences, mirroring the safe learning environment recommended by 
Copley et al. (2011) to promote occupation-based practice through modeling, practice, mistakes, 
debriefing, and reflection. 
Implications for Practice 
 Pediatric occupational therapy clinical practice begins with assessment tool selection. 
Through this study, it was determined that pediatric occupational therapists are most commonly 
utilizing skill-based assessments and demonstrate confusion related to identification of 
occupation-based versus skill-based assessments. Pediatric occupational therapists must take 
ownership and responsibility for their practice delivery, commencing with selecting assessment 
tools that reflect occupation and aligning these assessment tools with occupation-centered 
theoretical foundations.  
 Pediatric occupational therapists must increase their awareness of the theoretical 
framework they are selecting throughout delivery of services. When therapists select the 
developmental frame of reference (Creek, 2014), occupation is no longer the focus and instead 
developmental milestones and/or assessment skill mastery take precedence. Therapists may 
simply be practicing within the developmental frame of reference (Creek, 2014) as they are 
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 simply passively performing the provided assessment tools to recipients of their services. Maybe 
pediatric occupational therapists are in need of a new framework that focuses on occupation 
throughout each facet of pediatric occupational therapy service delivery that reflects available 
occupation-based assessment tools. By reframing the theoretical alignment and focusing on 
occupation, progress can be measured through occupational function/dysfunction, and 
approaches to intervention can be provided along an occupation guided continuum including 
adaptations needed for occupational performance. Within the realm of pediatric occupational 
therapy practice, it is also pivotal that therapists incorporate the family into all facets of service 
delivery to incorporate meaningful occupations and co-occupations of the child and the family 
(Fingerhut, 2013; Kolehmainen et al., 2013). Pediatric occupational therapists are responsible for 
synthesizing occupation into all facets of service delivery and must be mindful of the type of 
assessment tool selected to remain holistic, client-centered, and occupation-based. 
 Furthermore, progress, documentation, and goals should also incorporate occupation. 
Current goals vary amongst practitioners and oftentimes reflect assessment skill mastery or 
policy-level expectations (Kolehmainen et al., 2013). If a standard in goal writing could occur 
within the profession through consistencies in electronic documentation software and/or through 
requirements dictated by reimbursement organizations to reflect occupation with achievement of 
goals only through occupational performance, this shift would realign practitioners to an 
occupation-based perspective. Some practitioners utilize goal banks where the same goals are 
used for all recipients of services. If goal banks are to be utilized, all goals should reflect 
occupation and only be mastered through occupational performance. Progress is reflected 
through therapist documentation. Documentation systems have the opportunity to be created by 
facilities and resultantly can be occupation-focused. For example, instead of a documentation 
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 system reflecting performance deficits or requiring only detailed information related to specific 
skills, these systems could focus on occupation. Commonly, documentation systems created for 
occupational therapists are mirrored from other disciplines such as physical therapists. Physical 
therapists have a significantly different scope of practice than occupational therapists and the 
documentation system should reflect these differences. The documentation systems could reflect 
the Occupational Therapy Practice Framework (AOTA, 2020) outlined occupations to further 
link the purview of professional practice to clinical application. Progress could then be measured 
through occupation instead of attainment of “normal” scores on a standardized assessment. 
Assessments appear to be selected by pediatric occupational therapists due to perceived 
insurance expectations, facility resources, exposure by fieldwork educators, and even to acquire 
a numerical score. Caregivers, members of the interdisciplinary team, and therapists will 
continue to present with confusion regarding the scope of occupational therapy practice when 
children are assessed on specific skills without the tie and/or application to occupation. 
Assessment tools should be selected reflective of clinical reasoning and client needs, not 
perceived practice expectations. 
 Pediatric occupational therapists have the responsibility to advocate for occupation and 
utilization of assessment tools that allow occupation to remain the primary focus of clinical 
practice (Skubik-Peplaski et al., 2017). By advocating for occupation or the unique scope of 
practice of occupational therapy, third party payers may be more likely to reimburse therapists 
for improving clients’ occupations. Third party payers do not have an adequate understanding of 
occupation and why occupational therapists are billing services outside of rote movements or 
completing specific skills. If therapists begin to advocate for why occupation is the key to the 
profession, third party payers will follow suit and therapists could then be encouraged to utilize 
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 occupation as the means and ends to service delivery (Gray, 1998; Weinstock-Zlotnick & Mehta, 
2019). If third party payers reflect payment only for occupation-based services, administrators 
will be encouraged to provide therapists with occupation-based assessment tools, occupation-
based materials, and space to engage in occupations to acquire payment for services that reflect 
occupation within practice. Furthermore, therapists have the opportunity to advocate for 
occupation with caregivers as well so they too can appreciate the focus on occupation and no 
longer confuse physical therapy with occupational therapy.  
Implications for Education 
The results of this study can be applied to the didactic phase of learning and clinical 
fieldwork opportunities. During the didactic phase, educators have the responsibility to follow 
ACOTE standards that detail the necessary information students must learn to become 
occupational therapists (AOTA, 2011; AOTA, 2018). Although the ACOTE standards to become 
an occupational therapist include education related to assessments and theoretical foundations, it 
can be difficult for new graduates to apply these new educational standards when practicing 
therapists do not demonstrate the most updated approaches. For example, standard B.4.4. 
indicates that entry-level clinicians will be able to “analyze and select standardized and non-
standardized screenings and assessment tools to determine the need for occupational therapy 
intervention” (ACOTE, 2018, p. 29). Similarly, standard B.4.5. states that entry-level clinicians 
will be able to “select and apply assessment tools…administer selected standardized and non-
standardized assessments” and “interpret the results based on psychometric properties of tests” 
(ACOTE, 2018, p. 30). Both of these standards allude to developing an understanding of 
assessment administration but neglect to provide specific guidelines regarding assessment tool 
selection or the importance of occupation-based assessments. Additionally, the NBCOT© exam 
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 excludes the testing of a student’s knowledge of occupation-based assessment tools and only 
assesses the student’s knowledge of skill-based assessment tools (National Board for 
Certification in Occupational Therapy, 2021). Resultantly, classroom educators must prepare the 
students for the clinical environment and the NBCOT© exam by prioritizing the students’ 
knowledge of skill-based assessments. Revisions to the ACOTE standards with the incorporation 
of the differences between skill-based and occupation-based assessments and the importance of 
occupation-based assessments is needed. Additionally, modifications to the NBCOT© exam are 
also imperative to prioritize occupation-based assessments as the focus of the profession is 
intended to reflect occupation throughout all facets of practice and licensing. It may be beneficial 
for classroom educators to collaborate with local clinics and facilities to reflect the most updated 
ACOTE standards (AOTA, 2011; AOTA, 2018). Further collaboration between educators in the 
classroom, fieldwork clinics, and regulatory agencies are imperative for the success of the 
profession and the unique responsibility of occupational therapists to improve occupational 
performance. 
Within the lab and classroom, educators can create assignments to highlight the value and 
unique scope of occupation within occupational therapy practice through work such as Hooper et 
al. (2015). She examined the core subject of occupation and the key need for educators to 
incorporate and reflect occupation within the teaching and learning environments (Hooper et al., 
2016). An example of an activity could be to split the class into two groups where one group 
performs and grades an occupation-based assessment while the second group performs and 
grades a skill-based assessment. The students can perform the assessment, followed by writing 
goals and developing an intervention plan reflective of the assessment. Then, the students can 
compare the plan developed by both groups and reflect upon occupation within both samples. 
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 The educator can guide the class to reflect on the client as an occupational being and how the 
occupation-based assessments provide the opportunity to integrate occupation into each facet of 
practice. Furthermore, fieldwork educators can create assignments that incorporate occupation 
such as creating client-centered treatment plans, writing occupation-centered goals, or even 
reviewing available evidence that reflects occupation-centered practice. 
To aid in the profession created gap between novice and seasoned practitioners, 
educational opportunities must be created. Novice practitioners may be able to provide 
educational lectures or presentations to seasoned practitioners to reflect the transition to 
occupation-based practice and/or to educate on occupation-based assessment tools. Alternatively, 
a continuing education course could provide education related to the differences between top-
down and bottom-up assessments, encouraging therapists to alter their assessment mindset to 
utilize top-down tools that reflect occupation. Another approach could be for seasoned 
practitioners to complete continuing education courses that reflect occupation-based practice 
with an emphasis on the meaning and core construct of occupation. In the future, it may be 
advantageous to incorporate at least one continuing education course focused on occupation for 
license renewal as this is in fact the primary focus of the profession. 
Limitations 
A limitation to this study is the assumption that therapists perform occupation-based 
services simply by selecting occupation-based assessments. Some therapists may provide 
occupation-based services but do not have access to occupation-based assessments and 
resultantly were not included in this study. Therapists may simply select assessment tools that 
are available within their practice setting and are not indicative of their knowledge or assessment 
tool preference. Notably, an additional limitation is the labeling of assessments as occupation-
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 based or skill-based. Participants were not provided with the operational definitions created for 
this study, resulting in potential misclassification and/or confusion with the difference between 
occupation-based and skill-based assessments.  
Recommendations for Further Study 
 Implementation science and the diffusion of innovation theory are crucial areas of study 
to analyze how and why available evidence related to occupation-based assessment tools is not 
yet being adopted and practice by pediatric occupational therapists. Further study is 
recommended related to the importance of implementation science and the diffusion of 
innovation theory. Determining additional strategies and resources to decrease the time gap 
between evidence publication and practice integration may be beneficial to uphold the 
occupational tenants of the profession. 
 Additionally, future studies may include an outcome comparison for pediatric clients 
when therapists select occupation-based assessments to skill-based assessments. The outcomes to 
examine could include occupational performance of the recipients of services; the utilization of 
clinical resources such as equipment, aids, etc.; caregiver satisfaction and participation in service 
delivery; social participation; client satisfaction; duration of services; and frequency of re-
enrollment in therapeutic services after discharge. 
 Future researchers could apply the methodology across occupational therapy practice 
settings. Sample practice settings could include inpatient rehabilitation, acute care, skilled 
nursing facilities, long-term care facilities, community integration settings, or locations that 
provide mental health services. It would be interesting to monitor any trends that may present 
between practice settings and/or the perceptions of occupation amongst therapists reflective of 
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 their setting of practice as occupation-based practice is intended to be the practice standard 
across all settings. 
Conclusion 
 The findings of this mixed methods research study provided insight into the most 
commonly selected tools by pediatric occupational therapists and how these assessment tools 
affect clinical practice. Both the PEO model and the developmental frame of reference assisted 
in understanding of the findings related to assessment selection within pediatric occupational 
therapy practice. Future collaboration between classroom and fieldwork educators may be 
beneficial to enhance the integration of occupation. Further study related to implementation 
science, the diffusion of innovation theory, and how the length of care is affected by assessment 
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 Appendix A 
 
Hey everyone! I am completing a research study to identify commonly used pediatric 
occupational therapy assessment tools. Please click the link to the survey below and reach out to 
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 Appendix B 
Participant Letter for Anonymous Surveys 
NSU Consent to be in a Research Study Entitled 
Profile of Pediatric Assessments Selected Within Occupational Therapy Practice and The 
Influence of Occupation-Based Assessments Within Clinical Practice 
 
Who is doing this research study? 
 
The person doing this study is Alysha Skuthan OTR/L with the Division of Occupational 
Therapy under the Dr. Pallavi Patel College of Health Care Sciences - Division of Occupational 
Therapy. She will be helped by her faculty advisor Wendy Stav Ph.D., OTR/L, FAOTA. 
 
Why are you asking me to be in this research study? 
 
You are being asked to take part in this research study because you are a pediatric occupational 
therapist. 
 
Why is this research being done? 
 
The purpose of this study is to find out the most commonly selected assessment tools by 
pediatric occupational therapists and how the selection of occupation-based assessments affects 
service delivery. 
 
What will I be doing if I agree to be in this research study? 
 
You will be taking a one-time, anonymous survey. The survey will take approximately 30 
minutes to complete.   
 
Are there possible risks and discomforts to me?   
 
This research study involves minimal risk to you. To the best of our knowledge, the things you 
will be doing have no more risk of harm than you would have in everyday life.  
 
What happens if I do not want to be in this research study?  
 
You can decide not to participate in this research and it will not be held against you. You can exit 
the survey at any time. 
 
Will it cost me anything? Will I get paid for being in the study?  
 
There is no cost for participation in this study. Participation is voluntary and no payment will be 
provided.  
 
How will you keep my information private? 
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 Your responses are anonymous. Information we learn about you in this research study will be 
handled in a confidential manner, within the limits of the law. Inventory responses will be 
collected anonymously. This data will be available to the researcher, the Institutional Review 
Board and other representatives of this institution, and any granting agencies (if applicable). All 
confidential data will be kept securely through Google Forms and SPSS Research Software. All 
data will be kept for 36 months from the end of the study and destroyed after that time by file 
deletion.   
 
Who can I talk to about the study? 
 
If you have questions, you can contact Alysha Skuthan OTR/L during normal work hours. The 
faculty advisor for completion of this study is Wendy Stav Ph.D., OTR/L, FAOTA. 
 
If you have questions about the study but want to talk to someone else who is not a part of the 
study, you can call the Nova Southeastern University Institutional Review Board (IRB) at (954) 
262-5369 or toll free at 1-866-499-0790 or email at IRB@nova.edu.  
 
Do you understand and do you want to be in the study? 
 
If you have read the above information and voluntarily wish to participate in this research study, 
please click the provided survey link. 
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 Appendix C 
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 Appendix D 
General Informed Consent Form 
NSU Consent to be in a Research Study Entitled 
Profile of Pediatric Assessments Selected Within Occupational Therapy Practice and The 
Influence of Occupation-Based Assessments Within Clinical Practice 
 
Who is doing this research study? 
 
College: Dr. Pallavi Patel College of Health Care Sciences - Division of Occupational Therapy 
Principal Investigator: Alysha Skuthan, OTR/L, MOT, BHS 
Faculty Advisor/Dissertation Chair: Wendy Stav, Ph.D., OTR/L, FAOTA  
Site Information: Virtual 
Funding: Unfunded 
 
What is this study about? 
This is a research study, designed to test and create new ideas that other people can use. The 
purpose of this research study is to examine the assessment tools regularly selected by practicing 
pediatric occupational therapists. This study will also explore how the selection of occupation-
based assessments affects service delivery specific to goal writing, intervention planning, length 
of treatment, materials used in practice, and the context of service delivery among other practice 
outcomes generated by therapist participants. The benefits of this study are to assist with 
practitioner identification of regularly selected assessment tools and promote awareness of 
occupation-based pediatric practice.  
 
Why are you asking me to be in this research study? 
 
You are being asked to be in this research study because you are a pediatric occupational 
therapist who indicated common utilization of occupation-based assessment tools in clinical 
practice. 
 
This study will include approximately 5-10 people. 
 
What will I be doing if I agree to be in this research study? 
 
While you are taking part in this research study, you will complete one 60-minute semi-
structured interview over Zoom with the primary investigator. 
 
Research Study Procedures - as a participant, this is what you will be doing: answering questions 
related to your practice as a pediatric occupational therapist.  
 
Are there possible risks and discomforts to me?  
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 This research study involves minimal risk to you. To the best of our knowledge, the things you 
will be doing have no more risk of harm than you would have in everyday life.  
 
What happens if I do not want to be in this research study?  
You have the right to leave this research study at any time or refuse to be in it. If you decide to 
leave or you do not want to be in the study anymore, you will not get any penalty or lose any 
services you have a right to get.  If you choose to stop being in the study before it is over, any 
information about you that was collected before the date you leave the study will be kept in the 
research records for 36 months from the end of the study and may be used as a part of the 
research. 
 
What if there is new information learned during the study that may affect my decision to 
remain in the study? 
If significant new information relating to the study becomes available, which may relate to 
whether you want to remain in this study, this information will be given to you by the 
investigators. You may be asked to sign a new Informed Consent Form, if the information is 
given to you after you have joined the study. 
 
Are there any benefits for taking part in this research study? 
The possible benefit of your being in this research study is assist with practitioner identification 
of regularly selected assessment tools and promote awareness of occupation-based pediatric 
practice which is likely to contribute to occupation-based practice by the participant. There is no 
guarantee or promise that you will receive any benefit from this study. We hope the information 
learned from this research study will benefit other people with similar conditions in the future. 
 
Will I be paid or be given compensation for being in the study?  
You will not be given any payments or compensation for being in this research study. 
 
Will it cost me anything? 
There are no costs to you for being in this research study. 
 
Ask the researchers if you have any questions about what it will cost you to take part in this 
research study (for example bills, fees, or other costs related to the research). 
 
How will you keep my information private? 
Information we learn about you in this research study will be handled in a confidential manner, 
within the limits of the law and will be limited to people who have a need to review this 
information. Interviews will be recorded and transcribed over Zoom software. If a participant 
states their name, it will be removed from the transcription. This data will be available to the 
researcher, the Institutional Review Board and other representatives of this institution, and any 
regulatory and granting agencies (if applicable). If we publish the results of the study in a 
scientific journal or book, we will not identify you. All confidential data will be kept securely 
through a secure Zoom account maintained by the primary investigator. All data will be kept for 
36 months from the end of the study destroyed after that time by file deletion.  
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 Will there be any Audio or Video Recording? 
This research study involves audio and/or video recording. This recording will be available to the 
researcher, the Institutional Review Board and other representatives of this institution, and any of 
the people who gave the researcher money to do the study (if applicable). The recording will be 
kept, stored, and destroyed as stated in the section above. Because what is in the recording could 
be used to find out that it is you, it is not possible to be sure that the recording will always be 
kept confidential although the camera will be turned to the off position. The researcher will try to 
keep anyone not working on the research from listening to or viewing the recording. 
 
Whom can I contact if I have questions, concerns, comments, or complaints? 
If you have questions now, feel free to ask us.  If you have more questions about the research, 
your research rights, or have a research-related injury, please contact: 
 
Primary contact: 
Alysha Skuthan OTR/L, MOT, BHS 
 
If primary is not available, contact: 
Wendy Stav Ph.D., OTR/L, FAOTA 
 
Research Participants Rights 
For questions/concerns regarding your research rights, please contact: 
 
Institutional Review Board 
Nova Southeastern University 
(954) 262-5369 / Toll Free: 1-866-499-0790 
IRB@nova.edu 
 
You may also visit the NSU IRB website at www.nova.edu/irb/information-for-research-
participants for further information regarding your rights as a research participant. 
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 Research Consent & Authorization Signature Section  
 
Voluntary Participation - You are not required to participate in this study.  In the event you do 
participate, you may leave this research study at any time. If you leave this research study before 
it is completed, there will be no penalty to you, and you will not lose any benefits to which you 
are entitled. 
 
If you agree to participate in this research study, sign this section.  You will be given a signed 
copy of this form to keep.  You do not waive any of your legal rights by signing this form.   
 
SIGN THIS FORM ONLY IF THE STATEMENTS LISTED BELOW ARE TRUE: 
• You have read the above information. 











   
    
183 
 Appendix E 
Hello, 
Thank you for expressing interest in participating in the qualitative phase of my study about 
pediatric occupational therapy assessments. Based on your use of occupation-based assessments, 
you have been selected to participate in an interview about how your assessment choices 
influence your clinical practice. The interview will take place via Zoom and to protect your 
confidentiality, you will be asked to select a pseudonym to use throughout the remainder of the 
study. The interview will be scheduled during a day and time of your convenience and will last 
no longer than 60 minutes.  
If you remain interested in participating in the study, please respond to this email with days and 
times of your preference. Prior to participating in the study, you will be provided with a consent 
form and provided with the opportunity to ask questions about the research.  
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 Appendix F 
Hello, 
Thank you again for your interest in participating in this study. During the beginning of the 
interview, you will have the opportunity to ask questions related to the consent form that is 
attached to this email. Please review the form prior to the interview date. 
I also wanted to confirm the day and time selected for the interview: Day, Time. 
Please feel free to reach out to me with any questions. I look forward to meeting you soon! 
Thank you, 
Alysha Skuthan  
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 Appendix G 
1. How long have you been practicing in occupational therapy? 
2. What is your entry level occupational therapy degree? 
3. What is your highest occupational therapy degree? 
4. What is your primary practice setting? 
5. On a scale of 1-10 with 10 being the most occupation-based, where you would rate 
yourself as a practitioner? 
6. Tell me how you define occupation-based practice. 
7. Give me an example of a time when you were occupation-based in your practice. 
8. How do you select which assessments to administer with your clients? 
9. How do you think your practice is influenced by the assessments you select? Give me a 
specific example of when this happened. 
10. Where did you learn about the assessments you administer in clinical practice? 
11. How do the assessments you select contribute to the goals you set for your clients? Give 
me a specific example of when this happened. 
12. Tell me about your goal writing process and how that process is influenced by your 
assessments. 
13. Tell me what your typical treatment session looks like and how the treatments are 
influenced by your assessments. 
a. Materials/Supplies  
b. Location 
c. Caregiver Education 
Let’s talk a little bit about assessments and how that relates to occupation-based practice. 
14. What assessments do you administer that measure occupation? Give me a specific 
example. 
15. How do the assessments you administer promote occupation-based practice? Give me a 
specific example. 
16. Tell me about any limitations you experience when administering occupation-based 
assessments. Give me a specific example. 
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 17. Tell me about any benefits you experience when administering occupation-based 
assessments. Give me a specific example. 
18. Tell me about a time when you believe the assessment you selected influenced your 
clinical practice. Please describe that experience for me including what happened and 
your thoughts and perceptions of the experience. 
19. Is there any additional information you would like to share? 
